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Background: Conflict, bullying, and negative workplace behavior have been a focus of the 
health care professions due to the negative impact on clinicians. Athletic training is no exception. 
Clinician-coach conflict has been highlighted in the collegiate setting, but secondary school 
athletic trainers’ (ATs) experiences with conflict are not well understood. 
Purpose: To develop and validate an organizational conflict and workplace dynamic scale for 
secondary school ATs, and to assess level and source of conflict and pressure across various 
employment demographics. 
Study Design: Cross-sectional online survey 
Methods: Two separate cohorts of secondary school ATs were recruited for this study. 
Respondents completed an online questionnaire consisting of demographic questions, 5-point 
Likert scale items pertaining to organizational conflict and relationship characteristics, and 
quantitative measures regarding experiences with conflict and pressure. Instrument validation 
procedures included exploratory factor analysis (EFA) using data from cohort 1, and 
confirmatory factor analysis using the second dataset. Kruskal-Wallis one-way analysis of 
variance, Chi-square analyses, and odds ratios assessed for associations between organizational 
conflict measures and employment demographics. 
Results: A total of 1,048 ATs completed the questionnaire. EFA revealed a 5-factor structure 
explaining 51% of the variance in organizational conflict measures. Fit indices indicated poor fit  
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of the data to the pre-determined model. Coaches and parents were frequently identified as 
sources of conflict, selected by 54% and 59% of respondents, respectively. Relationships 
between employment demographics and organizational conflict measures were negligible 
(Cramer’s V <0.2). Full-time ATs agreed more strongly to relationship measures than ATs 
employed in a part-time capacity, including relationships with coaches (p=.003). Odds ratios 
demonstrated reduced odds of experiencing pressure and conflict from coaches and the Athletic 
Director when ATs were employed by the school district versus an outside entity.  
Conclusions: Secondary school ATs reported experiencing pressure from and conflict with the 
individuals they interact with as part of their job, independent of employment type and status. 
Conflict in the workplace negatively impacts interpersonal relationships, job satisfaction, and 
patient care. ATs are encouraged to establish positive, collaborative workplace environments that 
prioritize student-athlete health and safety above all else. 


























B.S., High Point University, 2013 







Submitted in Partial Fulfillment of the 
Requirements for the Degree of  
Doctor of Philosophy 
at the 


























































To my grandparents, 
William and Eula Gerber, and Edwin Pike Sr., 
Because you played such a monumental role in my life, but are unable to be here to share in this 
accomplishment, I dedicate this to you. 




































Doctor of Philosophy Dissertation 
 
 










Major Advisor: ________________________________________________________________ 
     Stephanie M. Mazerolle, Ph.D. 
 
 
Associate Advisor: ______________________________________________________________ 
     Thomas G. Bowman, Ph.D. 
 
 
Associate Advisor: _____________________________________________________________ 
     Douglas J. Casa, Ph.D. 
 
 
Associate Advisor: _____________________________________________________________ 
     Craig R. Denegar, Ph.D. 
 
 
Associate Advisor: _____________________________________________________________ 
















“Remember all the people in your life who helped guide you on your road to success. Thank 
them sincerely and often.” ~ Robert Cheeke, motivational speaker 
 
 To my dissertation committee, Dr. Stephanie Mazerolle, Dr. Douglas Casa, Dr. Robert 
Huggins, Dr. Craig Denegar, Dr. Tom Bowman, and Dr. Monica Lininger – Thank you for 
seeing the potential in me that I wasn’t always able to see for myself. You challenged me and 
made me step outside of my comfort zone, and for that, I am forever grateful. You’ve helped 
shape me to be the scholar and educator I am today, and because of you, I have the confidence to 
move on to the next chapter in my life, to become the best version of myself, both personally and 
professionally.  
 To Dr. Christy Eason (Lasell College), Dr. Emily Kroshus (University of Washington, 
Department of Pediatrics), and Dr. William Pitney (Northern Illinois University) – Thank you for 
your time commitment in serving on the content expert panel for my dissertation. I sincerely 
appreciate your contributions to the instrument validation process and your expertise in this area. 
I can say without reservation, that your review and detailed feedback led to a much stronger 
product. 
I’d like to take the opportunity to thank my family and friends for all of their love, 
encouragement, and support throughout these last four years. To my family - Mom, Dad, Jill, and 
Kevin - You’ve been my rock since day one, and I can honestly say that I would not have made 
it this far in my education, or in life, without you by my side. When I told you I wanted to pursue 
my doctoral degree, you didn’t call me crazy or question that this was the right thing for me to 
do. You stood by me, celebrated my accomplishments, gave me an ear when I needed someone 
to listen, but more importantly, gave me a kick in the butt on the days I thought this was too  
 
 vi 
much to handle. Thank you for teaching me perseverance, and to always put my education first. 
To my grandma, Esther Pike: I feel so lucky to have a grandmother like you. Your support, 
encouragement, and positive influence have meant more to me than you’ll ever know.  
 To Ryan, my soon-to-be husband – “Thank you” doesn’t even begin to explain how 
grateful I am for you. I never knew how much I needed you until you walked into my life. This 
journey would have been much harder without you being a part of it. Thank you for your 
support, your love, your desire to understand, your hugs after long days, and the 7-Eleven runs 
you made for my late-night snacks. There’s nobody else I’d rather do ‘forever’ with than you.  
Lastly, but certainly not least, I’d like to take the opportunity to thank Dr. Aynsley 
Diamond. I’m so glad I made the decision to pursue the Graduate Certificate in College 
Instruction. Your guidance, willingness to help, and continuous encouragement mean more to me 
than you’ll ever know. Without a doubt, I will leave the University of Connecticut a stronger, 












TABLE OF CONTENTS 
CHAPTER 1: INTRODUCTION………………………………………………………………1 
 
CHAPTER 2: LITERATURE REVIEW………………………………………………………5 
 2.1 Background                  5 
 2.2 Types of Conflict                 6  
 2.3 Role of Organizational Infrastructure on Organizational Conflict         13  
 2.4 Sports Medicine Ethics and the Role of the Team Physician          18 
 2.5 Organizational Pressures in Collegiate and Secondary School Settings        23 
 2.6 Conclusion                28 
 2.7 References                30 
 2.8 Appendices                40 
 
 
CHAPTER 3: MANUSCRIPT I - Validation of an Organizational Conflict and Workplace 
Dynamic Questionnaire for Secondary School Athletic Trainers…………………………...43 
      3.1 Abstract                43 
      3.2 Introduction                45 
      3.3 Methods                46 
      3.4 Results                 50 
      3.5 Discussion                54 
      3.6 Conclusion                 58 
      3.7 Tables & Figures               59 
      3.8 References                65  
 
 
CHAPTER 4: MANUSCRIPT II - Secondary School Athletic Trainers’ Experiences with 
Organizational Conflict………………………………………………………………………...70 
      4.1 Abstract                70 
      4.2 Introduction                72 
      4.3 Methods                74 
      4.4 Results                 79 
      4.5 Discussion                82 
      4.6 Conclusion                88 
      4.7 Tables & Figures               90 
      4.8 References              108 
 
 
CHAPTER 5: MANUSCRIPT III - A Commentary on Conflict in Athletic Training and 
Nursing Environments: An Issue to be Addressed or Just the Status Quo?........................112 
      5.1 Defining Conflict             113 
      5.2 Conflict in Athletic Training and Nursing                     114 
      5.3 Useful Strategies for Mitigating Conflict in the Workplace        117 
      5.4 Emphasizing Conflict Resolution in Educational Programs        118 
 viii 
      5.5 The Big Picture             120 
      5.6 References              123 
 
APPENDICES…………………………………………………………………………………127 
                A. IRB Approval Letter             127 
     B. Recruitment Email for Survey            129 
     C. Information Sheet             130 
     D. Online Questionnaire             132 





 Athletic training can be an extremely time-intensive and demanding profession, 
especially considering the long work days, unstructured schedule, travel requirements, and 
administrative responsibilities that accompany the role. All of these factors have the potential to 
negatively impact quality of life and the overall welfare of athletic trainers if coping and 
maintenance strategies are not practiced or put into place. In addition to inherent job-related 
demands, athletic trainers also face various challenges that stem from their interactions with 
medical and non-medical personnel as part of their role. On a daily basis, and dependent on 
employment setting, athletic trainers are working alongside and communicating with coaches, 
administration, including the athletic director, athletes, parents, and other healthcare 
professionals such as physicians, physical therapists, and nurses. 1 Such interpersonal 
relationships can open the door for conflict within an organization if shared values and goals are 
not prioritized.2  
Various models of organizational conflict exist, including a bargaining model, 
bureaucratic model, and systems model.2 Although not studied directly, athletic programs align 
most synchronously with a systems model of organizational conflict, which describes “conflict 
among the parties to a functional relationship.”2 Conflict arises in such a system when two or 
more individuals (i.e. athletic trainer, athletic director, coaches) working interdependently have 
different goals.2 With coaches’ and administrators’ priorities on the success of the athletic 
program and athletic trainers’ priorities on the health and safety of the student athletes, conflict 
among these individuals can arise,3 and is frankly inevitable, within an athletics organization. 
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Research on the presence of organizational conflict in athletic training, including pressures faced 
by athletic trainers regarding return-to-play and other pertinent medical decisions, is scarce. 
Currently, only one empirical study has been conducted on organizational pressures faced by 
collegiate athletic trainers, specifically regarding return-to-play decisions following concussion 
diagnoses.4 More frequently, social media has highlighted the conflicts and controversies that 
occur in collegiate athletics programs due to supervisory control of athletic administration over 
health care professionals.5-7 Consequently, organizational infrastructure within collegiate athletic 
departments has been investigated frequently,8-11 and a supervisory structure whereby the athletic 
trainers report to a medical professional (team physician) can mitigate unethical decision-making 
as a result of coach or administration influence.8,11  
 Most, if not all of the focus and research related to organizational conflict in athletics has 
been on the collegiate setting, not only because of the media attention, but also due to the 
inherent pressures to succeed and high expectations placed on athletic trainers by coaches, and 
on coaches by administration. As a result, the extent and source of organizational conflict faced 
by athletic trainers in the secondary school setting remains unknown. Understanding the 
experiences of secondary school athletic trainers is crucial, especially due to the unstructured 
nature of this setting and the multitude of factors that may present unique challenges. To date, no 
validated instrument has been developed to assess this domain within an athletic environment. 
Purpose Statement 
 The purpose of this study was two-fold: (1) to develop and validate an instrument that 
assesses organizational conflict and workplace dynamic for secondary school athletic trainers, 
and (2) to investigate the presence of organizational conflict between secondary school athletic 
trainers and the individuals they work closely with, including coaches, administration, athletes, 
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and parents, regarding their medical decision-making, and determine if the experiences of 
athletic trainers regarding perceived pressure and/or conflict differ based on employment type. 
Investigating the role employment type has on organizational conflict in secondary school 
athletic programs is a novel research aim. A hoped-for outcome of this study is to identify and 
provide evidence for an optimal employment model that creates an alignment of values between 
medical personnel and coaches/administration to ultimately reduce conflict between these 
stakeholder groups.  
Research Aims and Hypotheses/Research Questions 
The experiences of secondary school athletic trainers are diverse and often shaped by the 
culture and environment around them. Despite the multitude of factors that contribute to athletic 
trainers’ experiences providing medical care, pressure and conflict are inevitable based on the 
dissimilar goals and values of individuals within the athletic program/organization. Previous 
literature on this topic serves as the platform for the following research aims and hypotheses that 
have become the foundation for this dissertation project. 
Aim 1: To develop and validate a questionnaire that assesses organizational conflict and 
workplace dynamic for athletic trainers employed in the secondary school setting. 
H1: The instrument will be both valid and reliable in measuring organizational conflict 
and the factors associated with such conflict. 
Aim 2: To quantitatively examine the extent and source of pressure and/or conflict faced by 
secondary school athletic trainers as it pertains to their role. 
H2: Secondary school athletic trainers will report having experienced pressure and/or 
conflict from the individuals they work with. 
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H3: A majority of athletic trainers will report the source of pressure and/or conflict is 
from the coaches they work with. 
Aim 3: To quantitatively examine whether organizational conflict and workplace dynamic differ 
across various employment-related variables including employment type (school district 
employee, school district teacher, medical or university facility, independent contractor) and 
employment status (full time versus part time). 
H4: Experiences of pressure and conflict will not differ across various athletic training 
employment types. 
H5: Experiences of pressure and conflict will not differ across employment status. 
H6: Athletic trainers working in a full-time capacity will have stronger relationships with 
stakeholder groups than part-time athletic trainers. 
Aim 4: Based on the findings from Aim 2 and Aim 3, provide a commentary on and comparison 
of the secondary school athletic trainer experience to the experiences of medical professionals in 
























 This review will focus on various types of conflict that have been reported in the 
literature surrounding the athletic training profession, with a focus on organizational conflict. In 
regards to organizational conflict specifically, the purpose of this review is to: 1) discuss the role 
of organizational infrastructure on organizational conflict, 2) summarize the literature on sports 
medicine ethics and the role of the physician as a part of the healthcare team, and 3) describe 
organizational pressures that are evident in collegiate and secondary school athletics settings.  
Background 
 Athletic participation in both the collegiate and secondary school settings are at an all-
time high.12,13 The National Collegiate Athletic Association (NCAA) reported that participation 
in championship NCAA sports rose substantially to approximately 491,930 student-athletes in 
the 2016-2017 academic year.12 In the secondary school setting, participation in athletics 
increased for the 28th consecutive year, just falling short of approximately 8 million student-
athletes.13 The benefits of participating in organized athletics have been widely published in the 
literature and include improved academic achievement,14 and improved health and well-being.15 
Despite these intellectual and physical benefits, the risk of injury is inevitable due to the nature 
of competitive athletics. With the increased participation in sport, there is an increased need for 
appropriate medical care, including on-site athletic trainers, to mitigate risk and effectively 
manage injuries when they occur. Access to health care professionals in the collegiate setting is 
common, however the presence of athletic trainers in secondary schools, although becoming 
more prevalent, is still lacking.16,17 Approximately 70% of public secondary schools have access 
 6 
to an athletic trainer,16 whereas only 58% of private secondary schools have some extent of 
athletic training services.17  
 The presence of an athletic trainer in all settings is valuable, as their role is to optimize 
the health and safety of student-athletes through injury prevention, recognition, diagnosis, and 
treatment.18 Secondary schools with athletic trainers have a lower incidence of injury than those 
that do not employ athletic trainers,19 providing support for the value of the health care 
profession. The primary focus of an athletic trainer is to optimize patient care. In order to allow 
athletic trainers to focus solely on optimizing patient care and to improve their quality of life, 
researchers have extensively studied various sources and forms of conflict faced by those in the 
profession in order to identify coping methods and strategies for managing such conflict. Despite 
the crucial role that athletic trainers have in maximizing health and safety of student-athletes and 
preventing sudden death in sport, the profession has received the spotlight in the research world 
due to the many areas of conflict that plague the profession including, work-life balance (WLB), 
burnout, decreased job satisfaction, attrition, and organizational conflict. The purpose of this 
paper is to review relevant literature on various sources of conflict, including personal and 
organizational conflict, that occur within the athletic training profession.  
Types of Conflict 
Work-Life Balance 
 Work-life balance (WLB) is a frequently reported challenge in athletic training at all 
levels and settings.20 The ability to balance responsibilities of work and ones’ personal life is a 
conflict regardless of marital or family status.21 Much of the literature on WLB in athletic 
training focuses on females, due to their potential roles as mothers. However, there is literature to 
support that males experience comparable facilitators and barriers to WLB.22 Despite these 
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similarities, the inability to manage work and life is more stressful for female athletic trainers 
compared to male athletic trainers, and can lead to burnout,20 which will be the second form of 
conflict covered in this review. In addition to sex-related factors, researchers have looked into 
the role of job setting on the ability to achieve WLB.23 The NCAA Division I setting especially 
poses a challenge to managing work and life due to the demanding workload and various familial 
responsibilities.23,24 This inability to maintain balance in the NCAA Division I setting is a reason 
that female athletic trainers decide to ultimately leave their positions.23 
 A multitude of factors prevent athletic trainers from attaining WLB. Unfortunately, many 
of these factors are due to the inherent nature of the athletic training profession and positional 
hierarchy of individuals within the school’s athletic department. The most common challenge of 
attaining WLB is related to the overall demands of the job.22,25-28 The long hours and work days, 
as well as the travel requirements, take time away from athletic trainers’ responsibilities to their 
family and personal lives.22,25-28 Additionally, the lack of autonomy athletic trainers have over 
their work schedules,26,27 low staffing resulting in high athlete to athletic trainer ratios,26,27 and 
administrative responsibilities that come with the job,25,29,30 create additional challenges, which 
force athletic trainers to continually put their job before their personal lives. With the knowledge 
that athletic trainers, specifically female athletic trainers, are leaving their positions23 and 
potentially the profession in its entirety because of work-life conflict, researchers have 
investigated personal and organizational strategies that assist athletic trainers in effectively 
balancing life’s many demands. 
 Despite the time and role demands that athletics trainers cannot control, WLB can be 
achieved by implementing personal strategies including prioritization of commitments,25,26,28 
boundary setting,25,26,31 disengagement from the athletic trainer role,22,27,31-34 and a positive 
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attitude, perspective, or mindset.33,35 As difficult as it may be, athletic trainers are encouraged to 
take time away from their job to spend it with family or participate in something enjoyable. This 
was easier, specifically for females and those who were mothers, after witnessing their role 
models (other female athletic trainers) successfully achieve WLB.36 Disengagement from the job 
provides the ability to recharge and take care of other necessary responsibilities. In addition to 
the strategies implemented by the athletic trainer, the organization is also responsible for creating 
a work atmosphere that is conducive to WLB. Work family integration,26,31 administrative 
support,22,27,28,31,33 and the development of formal workplace policies that promote WLB,37 are 
important organizational factors that promote WLB. Having the ability to bring children into the 
workplace or the support to leave work early to pick a sick child up from school allows athletic 
trainers to balance responsibilities of work and personal/family life. Implementing such 
strategies is crucial to maintaining the overall quality of life and performance of the athletic 
trainer, as work-life conflict has been linked to burnout and intention to leave the job setting or 
profession.30  
Burnout 
 Burnout is another widely studied challenge for those in the athletic training profession, 
and is defined as a psychological state of mental fatigue that develops as the stressors of work 
become too overbearing.38,39 Maslach40 characterizes burnout as a combination of high emotional 






Table 1. Defining the Three Subscales of the Maslach Burnout Inventory (MBI) 
MBI Subscale Definition 
Emotional Exhaustion Emotional resources are depleted, and workers feel that 
they are no longer able to give of themselves at a 
psychological level 
 
Depersonalization Individual harbors negative, cynical attitudes or feelings 
about one’s clients [athletes] 
 
Reduced Personal Accomplishment Tendency to evaluate oneself negatively, particularly with 
regard to one’s work with clients [athletes] 
*Definitions from Maslach, Jackson, and Leiter40 
 Similar to WLB, burnout is most commonly experienced by female athletic trainers,38,41 
as well as those working in the collegiate/university setting.38 According to a study by  
Giacobbi,38 of all three sub-scales of burnout, female athletic trainers scored highest on 
emotional exhaustion, which is “the most potent characteristic of burnout.” The causes of 
burnout in athletic training are similar to the challenges to attaining WLB, which is not 
surprising as work-life conflict and work-life imbalance have reportedly led to burnout.30 Time 
commitment to the profession,42-44 physical demands of the job and increased workloads,43,45,46 
lack of control over work schedules,45 and low supervisory support47 have all been reported in 
the literature as factors contributing to burnout. Clapper and Harris42 developed an instrument to 
establish factors that lead to burnout for collegiate athletic trainers, and found that administrative 
responsibilities, including paperwork and meetings, also play a part. In addition to long hours of 
clinical work, athletic trainers must fulfill the administrative duties of the job, which takes time 
away from meeting personal and familial demands and responsibilities.43 
  Unique factors contributing to burnout that were not reported in the literature as 
challenges to WLB include the role of personality characteristics,46 environmental characteristics 
such as stress,38,48 and pressure from coaches.49-51 Barrett and colleagues46 assessed the 
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relationship between different personalities and the presence of burnout using the Big Five 
Personality Inventory. Although personality only accounted for a small percentage of variance in 
burnout scores (17.3%), extraversion and agreeableness were negatively correlated with burnout, 
with correlations of -0.229 and -0.245 respectively, and neuroticism (anxiety, fear, frustration) 
was positively correlated with burnout (r = 0.385).46 Therefore, individuals who displayed 
outgoing, energetic, and cooperative qualities had lower predicted degrees of burnout.  In 
addition to personality, pressure from coaches, a form of organizational conflict, predicted 
emotional exhaustion, depersonalization (withdrawal from relationships), and decreased personal 
accomplishment.51 There is anecdotal evidence that negative relationships between athletic 
trainers and coaches, as well as pressure from coaches, can lead to burnout,49 but this must be 
empirically studied before making such strong conclusions. Figure 1 provides a summary of the 
literature on factors associated with the three sub-scales of the Maslach Burnout Inventory, 
emotional exhaustion, depersonalization, and personal accomplishment. Definitions for role 
conflict and role ambiguity, two factors represented in Figure 1, are provided in Table 2. 
 

















Job Satisfaction and Attrition 
 Job satisfaction, although not a direct source of conflict for athletic trainers, is plausibly 
related to work-life balance and burnout. Individuals who are unable to attain work-life balance 
in their positions, will likely be burned out, exhausted and disinterested in the work, and have 
low job satisfaction. Compared to the previously discussed types of conflict, job satisfaction has 
not been as extensively investigated. A paper published in 2008 found that collegiate athletic 
trainers were relatively satisfied in their positions.52 Despite this level of satisfaction, the athletic 
trainers experienced varying levels of stress as a result of role overload, role conflict, and role  
ambiguity.52 Role incongruity was also an important factor leading to stress and decreased job 
satisfaction.52 Table 2 provides definitions of these terms. 
Table 2. Definitions of Role Strain Subscales 
Role Strain Subscale Definition 
Role Overload 
The role expectations are too complex or make too many demands 
for the time and energy available or there is conflict between 
quality and quantity given the time constraint 
 
Role Conflict 
The existence of clear but competing or incompatible expectations 
 
Role Ambiguity 
The degree to which clear information is lacking with respect to 
the expectations associated with a role, methods for fulfilling 




The expectations for role performance run counter to the 
individual’s self-perception, disposition, attitudes, and values 
*Definitions from Henning and Weidner53 
Similar to personality as a small predictor of burnout, personality is also reported to have a role 
on how satisfied an athletic trainer is with his/her job.54 The more extraverted, conscientious, and 
agreeable an athletic trainer was, the more satisfied they were with their jobs, and higher degrees 
of neuroticism or personalities characterized by anxiety, worry, and fear, resulted in less 
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satisfaction with their jobs.54 Understanding the factors that contribute to job satisfaction is 
crucial for reducing attrition and ensuring athletic trainers stay committed to their positions and 
the athletic training profession. 
 Attrition, or the decision to leave the profession, was first investigated by Capel in  
1990.55 He investigated the factors that contributed to decreased job satisfaction, and found that 
time demands, low compensation, limited opportunities for advancement, and conflicts with 
administration and coaches were main reasons athletic trainers left the profession.55 Goodman et 
al.56 conducted a similar study assessing retention and attrition factors for athletic trainers in the 
NCAA Division I Football Bowl Subdivision setting. The findings were consistent with Capel’s 
study on the basis of time demands and coaches conflicts, including difficult working 
relationships, unrealistic expectations from coaches that did not align with the athletic trainer’s 
job responsibilities, and lack of respect from coaches.56 Athletic trainers have also cited life 
balance issues and kinship responsibilities as reasons for leaving the profession.56 Fortunately, 
strategies for reducing these well-known challenges have been investigated and implemented as 
a means of maximizing retention. 
Organizational Conflict 
 The conflicts and professional issues previously discussed are well documented in the 
literature, and a plethora of research exists on how these issues impact the well-being and overall 
quality of life of athletic trainers. However, one type of conflict that is prevalent in athletic 
training and can potentially lead to burnout, decreased job satisfaction, and the desire to leave the 
profession is organizational conflict. Little empirical work exists on the extent of organizational 
conflict and the role it plays on attrition in the athletic training profession.  
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Role of Organizational Infrastructure on Organizational Conflict 
“Modern sports medicine,” a new concept that developed in the 20th and 21st centuries, 
focuses on enhancing athletic performance.57 Athletic trainers work closely with and under the 
direction of a team physician to provide appropriate medical care and optimize athlete health and 
safety. With this new model, what was once an independent doctor-patient relationship, 
developed into a doctor-patient-team relationship.58,59 Physicians now have an obligation to the 
team, including coaches and management, which can potentially create conflict when making 
ethical medical decisions.58,59 This conflict is inevitable based on the goal of sport and the goal 
of medicine. The primary goal of sport is triumph, which is incompatible to the goal of medicine, 
optimizing overall health and well-being.57 Although providing medical care to athletes involves 
a collective effort of the “health care team,” consisting of the team physician, athletic trainer, and 
other health care professionals in the network, the team physician has the ultimate authority on 
the decision made, especially in the collegiate athletics setting.  
 There are three distinctive decision-making processes in health care: paternalistic, 
autonomous, and shared.60 Paternalistic decision-making was popular before the 20th century, 
and consisted of the physician dictating treatment options for the athlete.60 The opposite of 
paternalistic is autonomous decision-making. In this model, the physician is ethically responsible 
for informing the athlete of all treatment options and the pros and cons of each, and the athlete 
then independently decides which treatment method he/she prefers based on short and long-term 
goals.60 Shared decision-making, which surpassed the paternalistic model in the 20th century,61 
consists of the physician notifying the athlete of the various options, and a consensus is then 
reached on the best treatment.60 This method accommodates the physician’s medical opinion and 
the desires of the athlete, but can open the door for conflict by allowing the athlete to have an 
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influence on the decision. Despite the relatively new concept of shared decision-making, conflict 
within the workplace, specifically between medical staff and athletic administration, remains a 
challenge. This could be due to the organizational infrastructure of the athletic department and 
the position of medical staff within the organizational hierarchy. 
Organizational Infrastructure 
 Much of the research regarding organizational conflict relates to supervisory structure 
and the benefits and challenges of various athletic department models. Additionally, focus has 
been placed on the role of the team physician, and how organizational conflict may impact 
ethical decision-making and overall athlete health care. There are three different models of 
organizational infrastructure that athletic departments align with: athletics model, medical model, 
and academic model. The advantages and disadvantages of each model are outlined in Table 3 
(see appendices) and also discussed extensively in the “Inter-Association Consensus Statement 
on Best Practices for Sports Medicine Management for Secondary Schools and Colleges”.19  
Athletics Model 
 The athletics model is the most common model in university settings.10 In this model, the 
athletic training staff is part of the athletics department and reports to the athletic director or 
other administrative athletic personnel at the university.10,11 The advantage of this model 
includes the development of closer relationships and enhanced communication between sports 
medicine and athletic departments.19 Despite published evidence that the athletics model’s 
structure allows administrators to have supervisory authority over health care professionals,11 
and can lead to conflicts of interest over medical decisions,19 Goodman et al.9 reported the 
presence of shared values and goals between stakeholders in the athletics model, including 
physicians, athletic training staff, and coaches. Closer relationships between the stakeholders and 
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the ability to build those relationships through effective communication enabled an alignment of 
values.9 Unfortunately, the published disadvantages of this model outweigh the benefits (Table 3 
- Appendix). Empirical research revealed that clinicians in the athletics model receive the 
greatest amount of external pressure compared to those employed under a medical or academic 
model.4 This pressure leads to conflict with administrators or coaches, and the inherent 
organizational hierarchy ultimately allows administration to fire athletic trainers over their 
medical decisions.7,11 Suggestions to rescind the control non-medical personnel have over health 
care professionals have been made for many reasons. This switch would reduce conflict, enhance 
quality of life for athletic trainers, and subsequently improve patient/athlete outcomes.62 As a 
result, a “patient-centered model of care”11 is becoming increasingly popular.  
Medical Model 
 In the medical model, the athletic training department is a component of Student Health 
Services at the university, and the head athletic trainer ultimately reports to a medical 
professional, likely a team medical director or physician.10,11 Since this organizational 
infrastructure removes the control of athletic administration over health care professionals, the 
medical model has reportedly reduced conflict between coaches and athletic trainers, and has 
lead to improved patient outcomes and the overall well-being of the athletic trainer.8,11 Student-
athletes are able to see a wider variety of health care professionals, and the model provides for a 
more streamlined referral process.11 The only reported disadvantages of this model are the 
presence of role conflict,8 and a perceived lack of commitment by the athletic department to its 
own personnel, since the medical staff is no longer housed under athletics.19 There are three 
subscales of role conflict, including inter-sender conflict, intra-sender conflict, and inter-role 
conflict (Table 4).53  
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Table 4. Defining Subscales of Role Conflict 
Subscale Definition 
Inter-Sender Conflict The demands of one member of a person’s role set conflict or are 
incompatible with demands of another person or persons in the role set 
 
Intra-Sender Conflict The demands from a single member of the role set are incompatible or 
mutually exclusive 
 
Inter-Role Conflict When a person has membership in two different groups and the demands 
of one role conflict with the demands of another role  
*Definitions from Henning and Weidner53 
The presence of role conflict in the medical model refers to inter-sender conflict (Table 4).8 
Although conflicts are reduced between coaches and athletic trainers in this model,8,11 
interestingly, athletic trainers perceived the expectations and demands of coaches were 
incompatible with their own expectations of their role.8 Despite these disadvantages, the medical 
model, based on empirical and anecdotal evidence, seems to be the preferred model to reduce 
conflict, and improve the overall quality of life of the athletic trainer. 
Academic Model 
 The final model, the academic model, involves employment of the athletic training staff 
by an educational program.10,19 The athletic trainers ultimately report to and are supervised by an 
academic dean.10 The cons of the academic model seem to outweigh the pros (Table 3 - 
Appendix). Athletic trainers working under this type of organizational infrastructure report issues 
of inter-sender and inter-role conflicts. As mentioned previously, Henning and Weidner53 define 
inter-sender conflict as incompatibility between the demands of one member of a person’s role to 
that of another member. Within the academic model, athletic trainers often have clinical 
responsibilities, as well as teaching responsibilities in the athletic training education program at 
their respective university. Administration and coaches in the athletic department often lack 
understanding of the multiple roles of the athletic trainer in this model.8 Additionally, due to the 
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competing roles as clinical athletic trainer and instructor, athletic trainers employed in the 
academic model experience inter-role conflict.8 By definition, inter-role conflict occurs “when a 
person has membership in two different groups, and the demands of one role conflict with the 
demands of another role.”53 The time demands required of the instructor role take time away 
from meeting the demands of the clinical athletic trainer role, and vice versa. Overall, the 
academic model seems to present numerous challenges for athletic trainers. 
 Mazerolle and colleagues10 conducted a study comparing the three models, and regardless 
of supervisory or organizational structure, athletic trainers across models concluded that the 
presence of communication, support networks, and time management skills all enabled WLB. 
This is an interesting finding as the inability to achieve WLB was characteristic of the academic 
and athletic models due to the structure and demands of the job.8,9 Another factor to consider 
across the models is the extent of conflict, whether that is role conflict or organizational conflict. 
The infrastructure of the medical model provides a platform for interrelationships and medical 
decision-making among health care professionals, with limited involvement and control of 
athletic personnel. The medical model may limit direct pressure from coaches on athletic 
trainers; however, the team physician is still subject to pressure from athletes, coaches, and other 
administration. These pressures may indirectly impact performance and quality of life of the 
athletic trainer, since the athletic trainer works under the direction of a team physician and could 
potentially be affected by decisions made. It is crucial to understand not only the challenges that 





Sports Medicine Ethics and the Role of the Team Physician 
Physicians face a myriad of ethical problems related to sports medicine and their roles as 
team physicians. Only the ethical controversies pertaining to organizational conflict will be 
discussed in this review and include conflicts of interest when making medical decisions, and 
pressures on physicians to return athletes to play. Sports medicine ethics involves unique 
challenges due to the many interrelationships that occur in the competitive athletics environment. 
On a daily basis, interactions occur between various health care professionals, athletes, 
administration, including coaches, families of the athletes, and the media.1 There is a clear 
distinction between the ordinary patient-physician relationship and the athlete-physician 
relationship, due to the amount of external influences on and forces that occur within the 
athletics setting.58 Conflict regarding medical decisions can result from various factors including 
the physician’s employer (university), the individual athlete and his/her values, as well as the 
economic consequences on the team, coaches, and physician.63,64 
 A team physician not only feels a sense of responsibility to the individual athletes, but 
also to the success of the team as a whole. It is not unlikely for a physician to have to decide 
between siding with the team and doing what is best for the long-term health and safety of the 
student-athlete for reasons that will be discussed later. Another external influence on the 
decision-making process is the athlete. Although he/she should have a say in the medical 
treatment decision, based on the shared decision-making model, oftentimes input can lead to 
pressure on the team physician in order to allow for an early return or the treatment option that 
will result in the fastest return-to-play timeline. If the athlete has the desire to play with pain or 
play while injured, the pressure placed on the physician will often be greater than if the same 
scenario involved an athlete who valued long-term health and safety over triumph and glory.63,64 
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Unfortunately, particularly in more competitive collegiate divisions and professional sports, the 
former is likely more common than the latter.  
 Economic consequences can also influence medical decision-making and the athlete-
physician relationship.63,64 Especially in professional sports, medical decisions can impact athlete 
playing time and consequently, income. Additionally, the physician may be considering the 
economic consequences of losing the position as the team physician if a decision is made that is 
against the wishes of coaches, management, or other administration. Independent of any external 
influence, “the precise nature of their professional duties [as health professionals] and 
allegiances depends upon the network of relationships in which they find themselves”.65 This can 
potentially relate to the various athletic department supervisory models discussed previously. A 
team physician in the athletics model will have a contractual duty to the team,65 and therefore be 
conflicted with ethical decisions due to this allegiance. However, in the medical model, the 
professional duty and allegiance to the health and safety of the student-athletes is emphasized as 
a result of the inherent infrastructure. Being housed in Student Health Services and away from 
the “win at all costs” athletic environment promotes shared values and the welfare of the student-
athlete above team success.  
 Conflicts of interest have resulted from this notion of “divided loyalties”, and threatened 
decisions being made for the long-term health and best interests of the athlete.4,57,60,65-69 
Anderson and Gerrard69 conducted a study on sports doctors in New Zealand looking at who the 
physicians felt a sense of responsibility to, as this could impact the medical decisions made. 
Seventy-two percent of sport doctors responded that they felt a sense of responsibility to the 
coach, just second to their sense of responsibility to the athlete.69 It is plausible that doctors 
perceiving a duty to the coach as well as the athlete will either consider or follow through with a 
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decision in order to please the coach. This often describes a risk-benefit analysis or assessment 
that physicians frequently go through with every medical decision.63 Unfortunately, values of the 
coach and values of the physician are often on opposite sides of the coin when it comes to risk-
benefit analysis, with coaches often siding on risk (i.e. playing despite injury, encouraging the 
less than optimal treatment method), and physicians siding on benefit (i.e. considering what is 
best for the overall welfare of the athlete).63 In many instances, the decision weighs the outcomes 
of a medical risk for a non-medical benefit.63 For example, an athlete with a meniscal tear has the 
option of a meniscectomy, meniscal repair, or no surgery. The meniscectomy, although allowing 
for a quicker rehabilitation process and faster return-to-play, could result in the development of 
arthritis later in life, whereas the meniscal repair, a more complicated surgery requiring an 
extensive rehabilitation plan, will result in improved long-term health. In this conflict of interest 
scenario where the coach and athlete prefer one option (faster return-to-play) while the physician 
prefers another (long-term health), should the physician side with the coach and potentially 
compromise the athlete’s long-term health and well-being? This highlights the medical risk 
(long-term health) for non-medical benefit (playing time) scenario that physicians are faced with 
on a daily basis. Sim65 concludes that although the physician may have a sense of responsibility 
to the team due to binding contracts, his/her duty is to maintain and protect the health and safety 
of the athletes, not succumb to the pressures of coaches and administration.  
 Pressure to return an athlete to play is a challenge that physicians face, and originates 
from a multitude of sources including athletes and coaches,4,59,64,66,69 parents and 
administration,66 and other players on the team.59,69 As if this pressure was not enough to endure, 
team physicians also put pressure on themselves to return athletes to play in a timely manner.59,64 
Again, this depends on the reporting structure and power the coaches and administration have 
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over the physician. Reasons for self-pressure include pleasing coaches and even management in 
professional sports, in order to keep the position,64 as well as the presence of financial incentives 
including tickets or a playoff bonus.59 Most, if not all of the incentives, depend on the overall 
success of the team. With the many external influences that threaten the doctor-patient-team 
relationship, choosing the welfare and health of the athlete over the pressures to return the athlete 
to play has been increasingly challenging for sports doctors.69 In order to ensure medical 
professionals are making ethically sound decisions, various Codes of Ethics have been 
developed. Although these documents may not physically take the external pressures away, 
health care professionals are ethically and morally bound to their own standards and must uphold 
them in order to keep their certifications, licenses, and credentials.  
Code of Ethics 
 Various governing bodies and organizations have a published Code of Ethics that all 
members of the association are governed by. These expectations include what members should 
and should not do, along with their duties, priorities and obligations. Provided below are excerpts 
from two different Codes of Ethics. The International Federation of Sports Medicine Code of 
Ethics70 outlines the physician’s role in the sports medicine setting. Under “Special Ethical 
Issues in Sports Medicine,” the document reads, “The physician’s duty to the athlete must be 
his/her first concern and contractual and other responsibilities are of second importance”.70 
Continuing on to emphasize where the priorities of the physician should lie, FIMS writes,  
 “It is the responsibility of the sports medicine physician to determine whether the injured 
 athletes should continue training or participate in competition. The outcome of the 
 competition or the coaches should not influence the decision, but solely the possible risks 
 and consequences to the health of the athlete.”70 
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Collectively, these two statements put the health of the athlete before anything else, including 
feelings of allegiance to the coaching staff or administration that may induce self-pressure on the 
physician. Despite the presence of the Code of Ethics, it is clear that physicians continue to face 
pressure and struggle with decisions pertaining to medical risks for non-medical payoffs.  
 The National Athletic Trainers’ Association also has a Code of Ethics71 that members 
must abide by. The principles are similar to the FIMS Code of Ethics, as athletic trainers work 
under the direction of the team physician and should have the same priorities and values at the 
forefront of their minds. Under principle one “Members shall practice with compassion, 
respecting the rights, welfare, and dignity of others,” the association writes,  
 “1.2 Member’s duty to the patient is the first concern, and therefore members are 
 obligated to place the welfare and long-term well-being of their patient [athlete] above 
 other groups and their own self-interest, to provide competent care in all decisions, and 
 advocate for the best medical interest and safety of their patient [athlete] at all times as 
 delineated by professional statements and best practices.”71 
The expectation that regardless of outside pressures, opinions, or influences, the athlete’s best 
interest should always come first is very clearly laid out in the Code of Ethics. These principles 
were written to promote a high degree of professionalism and ensure all athletic trainers act in an 
ethical manner.71 Despite the Code of Ethics produced by FIMS and the National Athletic 
Trainers’ Association, athletic trainers and physicians are still facing external pressures and have 
to choose between pleasing coaches and administration and protecting the long-term health of 
the athlete. The following section will review the presence of these organizational pressures, 
specifically in the athletic training profession, that occur in collegiate and secondary school 
settings. 
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Organizational Pressures in Collegiate and Secondary School Settings 
The previous section focused mostly on the role of the team physician in sports medicine 
and the various ethical problems that are faced. Although certain measures can be put in place to 
protect athletic trainers from ethical dilemmas, such as organizational infrastructure, pressures 
from coaches and athletes themselves are likely inevitable due to the nature of competitive 
athletics. Athletic trainers in both the collegiate and secondary school settings are the ones on the 
front lines and can face similar pressures that physicians are challenged by including pressure to 
return an athlete to play. 
Collegiate Setting 
 Organizational pressures in athletic training are not as widely studied compared to the 
pressures physicians face in the athletic environment. The only empirical study assessing this 
conflict was conducted by Kroshus et al.4 The researchers aimed to quantify the pressure 
clinicians experience to prematurely clear athletes for participation following a concussion 
diagnosis.4 In addition to the source of the pressure, Kroshus and colleagues4 also assessed 
differences in clinician sex and competition level on the extent of perceived pressure. Consistent 
with some of the literature on the role of the physician,59,64,66,69 pressure to return an athlete to 
play came from various sources including athletes and coaches.4 However, a unique finding of 
this study was that other clinicians were also a source of organizational pressure.4 Across all 
clinicians studied (athletic trainers and physicians), 64.4% reported receiving pressure from 
athletes, 53.7% experienced pressure from coaches, and a significantly lower percentage (6.6%) 
experienced pressure from other health care professionals to prematurely return an athlete to 
competition following a concussion.4 Overall, athletic trainers were more likely to receive 
pressure from coaches, whereas physicians were more likely to receive pressure from other 
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clinicians.4 This is not a surprising finding as athletic trainers interact with coaching staffs on a 
daily basis, and although under the direction of the team physician, are the ones bringing the 
athletes through return-to-play protocols. In addition to the extent and source of pressure, 
clinician demographics, supervisory structure, and competition level all played a role in the level 
of pressure received.4 Female clinicians, clinicians supervised by an athletic department, and 
those working at the NCAA Division I or Division II levels received the greatest amount of 
pressure.4 These factors should be taken into consideration, and closely monitored, as consistent 
pressure could reasonably lead to burnout, decreased job satisfaction, and the desire to leave the 
health care profession.  
 Much of the literature on pressures in the collegiate setting relate to concussions and the 
medical decisions made. The Chronicle7 administered a non-peer reviewed survey to athletic 
trainers working with major college football teams, and similar to Kroshus et al.,4 assessed the 
extent of pressure these athletic trainers received from coaches to return concussed athletes to 
play before medically ready. Nearly half of the athletic trainers responding to the survey 
experienced pressure from football coaches under these circumstances.7 However, what is more 
alarming and portrays the harsh reality of the control coaches and administration have over 
medical professionals in these settings, is that in the nine months before The Chronicle published 
this article, head athletic trainers at four NCAA Division I Football Bowl Subdivision schools 
were fired due to conflicts over medical decisions.7 Furthermore, at the time the article was 
written, more than twelve NCAA Division I athletic trainers were either fired or demoted after 
making questionable return-to-play decisions in the eyes of the administration.7 The challenges 
athletic trainers and physicians face in the collegiate setting, specifically pressure from non-
medical personnel, is apparent. The evidence highlights potential problems with the 
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organizational hierarchy of stakeholders in collegiate athletics, especially at the more 
competitive NCAA Division I settings, which allow coaches to have control over athletic trainers 
and the medical decisions they make. Athletic trainers are too often pressured to put team 
success above the health and safety of student-athletes. Not only does this compromise patient 
care, but also can negatively impact the athletic trainer’s quality of life. Further research is 
warranted to better understand the extent of this pressure at smaller colleges and universities, as 
well as in injury scenarios beyond concussion return-to-play.  
Secondary School Setting 
 Literature on the presence of organizational conflict and pressures in the secondary 
school setting is quite sparse. Researchers have yet to study and publish findings on the extent of 
pressure faced by secondary school athletic trainers regarding return-to-play decisions. The only 
topic investigated that is similar to or could relate to organizational conflict is workplace 
bullying,72,73 which encompasses the increase in interpersonal conflict in the health  
professions.74,75 Workplace bullying is defined as, “repeated, health-harming mistreatment of a 
person by one or more workers that takes the form of verbal abuse; conduct or behaviors that are 
threatening, intimidating, or humiliating; sabotage that prevents work from getting done; or some 
combination of the three”.76 Although this may not directly assess pressure on athletic trainers by 
coaches regarding return-to-play decisions, assessing workplace bullying does provide insight on 
the negative interactions that take place, which could involve athletic trainer-coach conflict. 
Pitney and colleagues72 used the Negative Acts Questionnaire – Revised (NAQ-R) to identify 
secondary school athletic trainers who were victims of workplace bullying. The NAQ-R 
identified 7.8% of responding athletic trainers as targets of workplace bullying.72 Furthermore, 
although their scores on the NAQ-R were not indicative of being a target of workplace bullying, 
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an additional 12.4% identified themselves as having experiences consistent with workplace 
bullying.72 Non-medical personnel continue to have too much power over health care 
professionals, even in the secondary school setting, evidenced by the fact that approximately 
31% of bullies were coaches and 27% were administrators.72 As targets of workplace bullying, 
secondary school athletic trainers experienced detrimental emotional and physical effects 
including professional self-doubt, increased stress, depression, and sleep disturbances,72 all of 
which decrease the athletic trainer’s overall quality of life. Knowing the presence of workplace 
bullying in secondary school athletics settings, it is even more crucial to investigate whether or 
not athletic trainers also face pressure from coaches regarding medical decisions, as this could 
directly impact the welfare of the student-athletes and athletic trainer. 
 Differences between collegiate and secondary school settings warrant further 
investigation on the presence of organizational conflict and pressures. The reporting structure for 
athletic training departments at the collegiate level is relatively straightforward and often dictated 
by the organizational infrastructure. Collegiate athletic trainers report to the head athletic trainer, 
who in turn reports to an athletic director or administrator (athletic model), team 
physician/medical director (medical model) or academic dean (academic model). These models 
are not as apparent in the secondary school setting, resulting in a more unorganized reporting 
structure. Furthermore, unlike the collegiate setting where most athletic trainers are employed 
full-time, the secondary school setting is unique due to the multitude of employment models that 
exist. Athletic trainers in the secondary school setting can be employed full-time or part-time 
through the individual school, hold a dual teacher/clinician position, or provide athletic training 
services to student-athletes through an outside clinic or hospital. The reporting structure within 
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each of these employment models likely varies and could play a role on the source and extent of 
organizational conflict and pressures experienced. 
 Aside from employment types, other inherent factors related to the role of the athletic 
trainer in secondary schools may present unique challenges. Hypothetically speaking, reporting 
structure, personnel outside athletic administration as a potential source of pressure, as well as 
the presence of support networks could play a role in conflict faced by athletic trainers regarding 
return-to-play decisions. Depending on employment, athletic trainers could report to the school’s 
athletic director, Director of Outreach Services or a similar position at clinics/hospitals, or the 
school’s principal if the athletic trainer holds a dual instructor/clinician position. In most cases, 
the athletic trainer is not directly supervised by a health care professional, which may create 
conflicts of interest. Other sources of pressure that can influence return-to-play decisions include 
parents and other health care professionals. Since the athletes are minors, interactions between 
the athletic trainer and their parents/guardians are a frequent occurrence. Aside from potential 
pressures from administration and the student-athletes themselves, secondary school athletic 
trainers may also face pressures and endure difficult conversations with parents/guardians 
regarding medical decisions and return-to-play timelines. This, too, creates another layer for 
likely conflict and can potentially compromise the welfare of the student-athletes and athletic 
trainer. Often times, although a secondary school athletic trainer will have a physician sign off 
on Standing Orders, injured athletes are being seen by their own primary care physician or 
pediatrician, which reduces streamlined care and opens the door for conflict between the athletes, 
medical professionals (physicians, athletic trainers, etc.), and school administration. An 
additional challenge is the level of support provided to secondary school athletic trainers. Unlike 
the collegiate setting, where there is often a close-knit support network of athletic trainers within 
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the department, secondary school athletic trainers are often the sole medical providers at their 
respective schools. Pressures from administration or coaches may influence ethical decision-
making of these athletic trainers due to the lack of direct support from other healthcare 
professionals.  
 In an ideal world, the relationship between coaches and athletic trainers would be: (1) 
collaborative, and (2) spearheaded by the common goal of placing athlete health and safety 
above anything else.77 These are recommendations by the National Federation of State High 
School Athletic Associations, which apply to all secondary school athletic coaches. However, the 
degree to which coaches of member schools are following these guidelines and recommendations 
is unknown. We currently do not know the level and source of pressure athletic trainers face in 
the secondary school setting, since it has not been empirically studied. Understanding the 
presence of these pressures is crucial, as more athletic trainers are working in secondary  
schools.78 If coaches and administration are constantly pressuring an athletic trainer to get 
athletes back to play as soon as possible, it is reasonable to assume that the athletic trainer will 
probably become burnt out and unsatisfied with their job, which could ultimately result in the 
decision to leave the school, setting, or profession in its entirety. If we better understand the 
pressures faced by athletic trainers in the secondary school setting, solutions to such pressure and 
organizational conflict can be implemented, which would in turn improve level of care, patient 
outcomes, and quality of life for the athletic trainer. 
Conclusion 
A major concern with the conflicts discussed in this review, is that individually and 
collectively, they can be detrimental to both the athletes and the athletic trainer providing the 
medical care. Figure 2 (Appendix) presents a model of the interactions between the various 
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conflicts and challenges athletic trainers face and the potential negative outcomes they can have. 
At the center of the model, are decreased patient outcomes and overall quality of life of an 
athletic trainer. Whether an athletic trainer is unable to achieve WLB, burned out, unsatisfied 
with their job, faced with pressures from coaching staff and administration, or experiencing a 
combination of the four, quality of life is negatively impacted, and consequently, will result in 
less than optimal care and decreased patient outcomes. Furthermore, the experience of such 
conflict in itself, and/or a diminished quality of life can ultimately force the athletic trainer to 
leave the job, setting, or athletic training profession as a whole. The effects of poor WLB, 
burnout, and decreased job satisfaction have been extensively investigated, but the presence of 
and role organizational pressures play on athletic trainer quality of life and attrition in the 
profession remains unknown. Due to the lack of empirical evidence on organizational pressures 
faced by athletic trainers in secondary schools, and the multi-level factors that may play a role in 
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Table 3. Advantages and Disadvantages of Organizational Infrastructure Models 
 
Organizational Infrastructure 
(1) Athletic Model 
Advantages: Closer relationships Alignment of sports medicine department within 
athletics department allows for closer relationships 
and enhanced communication between entities 
Role identity Identification as collegiate AT and sense of 
belonging in collegiate athletics enhances 
commitment 
Role congruence Shared values between medical staff, coaches, and 
athletic administration 
Disadvantages: Supervisory authority Athletic administration have authority over medical 
staff, decisions made, and health care provided; 
leads to conflicts of interest 
Work-life conflict Due to job demands, ATs have difficulty managing 
work and personal responsibilities 
Role incongruity Coaches’ expectations of the ATs role are 
misaligned with the values of the AT 
Role conflict (Inter-
sender) 
High expectations for collegiate athletes conflict 
with ATs role 
Role conflict (Inter-
role) 
Clinical demands of AT role conflict with 
administrative duties (paperwork/meetings) 
(2) Medical Model 
Advantages: Role congruence Shared roles and values between athletic training 
staff and health care professional(s) that supervise 
them   
Work-life balance ATs share patient care duties, and supportive staff 
allows for work-life balance 
Better patient/athlete 
outcomes 
Athletes have access to a variety of healthcare 
professionals within campus Student Health 
Services; more streamlined physician referrals 
Improved quality of 
life 
Conflict between coaches and ATs is reduced in this 
model; ATs are able to balance demands in both 
work and family/life roles 
Disadvantages: Role conflict (Inter-
sender) 
Coaches’ expectations of AT role does not match 
their own expectations of the role 
Perceived lack of 
commitment 
Athletic personnel may perceive a lack of 
commitment from medical staff due to being housed 
under Student Health Services 
(3) Academic Model 
Advantages: Role congruency Role of AT as clinician and instructor align with 
supervisor’s expectations of the role 
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Disadvantages: Role conflict (Inter-
sender) 
Coaches lack understanding of athletic trainer’s role 
and responsibilities as a clinician AND instructor 
Role conflict (Inter-
role) 
Role as clinician and instructor pull the AT in 
different directions; difficulty meeting demands  
Work-life conflict Difficulty juggling responsibilities of life, clinician 
role and instructor role 






















Key: Published challenges in athletic training (poor WLB, burnout, decreased job satisfaction, and 
organizational conflict) can individually and collectively lead to decreased patient/athlete outcomes and 
low quality of life for athletic trainers. These individual challenges, or the negative impacts they can have 
on patient care and welfare, can ultimately persuade an athletic trainer to leave a particular position, job 
setting, or the profession as a whole. Organizational conflict is an area that requires further research and 
understanding, as the literature solely focuses on the collegiate setting and circumstances surrounding 
concussion return-to-play, and anecdotal and minimal empirical work continues to disclose the 
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Validation of an Organizational Conflict and Workplace Dynamic Questionnaire for 
Secondary School Athletic Trainers 
ABSTRACT 
Context: Athletic training is a complex profession and can be influenced by the 
interrelationships required to perform the job effectively. Conflict is inevitable when values do 
not align, yet no validated instrument exists to assess this construct.  
Objective: To determine the factor structure of an organizational conflict scale developed for 
secondary school athletic trainers. 
Design: Cross-sectional survey  
Setting: Secondary school athletics  
Patients or Other Participants: We distributed the questionnaire to two cohorts of athletic 
trainers (n=6,245), with measures obtained from 1,048 athletic trainers.  
Intervention(s): Organizational conflict scale composed of 34 items (5-point Likert scale with 
‘agreeableness’ (1=strongly agree, 5=strongly disagree) and ‘frequency’ (1=always, 5=never) 
anchors) related to perceived pressures and conflict over medical decision-making, along with 
workplace characteristics, including relationships and support.  
Main Outcome Measure(s): We performed an exploratory factor analysis (EFA) using one 
dataset (n=323), followed by confirmatory factor analysis (CFA) using a second dataset (n=725). 
Results: EFA results revealed a 5-factor solution accounting for 51% of the variance, and 
reduced the instrument from 34 to 24 items. Factor 1, Coaches, included 10 items which 
explained 34% of the variance; factor 2, Supervisors, included 3 items explaining 5.6% of the 
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variance; factor 3, Negative Appraisal, included 6 items explaining 4.6% of the variance; factor 
4, Athletic Director, included 2 items which explained 3.5% of the variance; and factor 5, 
Parents and Athletes, consisted of 3 items explaining 3.2% of the variance. Fit indices suggested 
the 5-factor exploratory model provided poor fit to the 24-item organizational conflict scale.  
Conclusions: A valid tool to assess organizational conflict in an athletic trainer population is 
crucial to understanding their experiences providing care. Future research should continue 
examining the factor structure of an organizational conflict scale for this population and identify 
pertinent variables that were not previously considered. 
Key Words: interpersonal conflict, clinician-coach conflict 
















Athletic training is a multi-faceted profession due to the many responsibilities1  and 
interrelationships2  that accompany the role. As a result of this complexity, practicing and 
developing interpersonal communication skills is crucial to ensuring congruency among 
stakeholders within the athletics organization, including the medical staff, coaches, 
administration, athletes, and their parents or guardians. Regardless of workplace environment 
and level of communication across stakeholders, conflict is inevitable in an organization 
characterized by contrasting values or differences in opinion.3  Taking into consideration an 
athletics organization, the medical personnel and athletic personnel within that organization are 
driven by goals that work in opposition of each other.4  Collectively, both parties want to see the 
organization (athletic department) succeed, but their definition of success and the ways in which 
they achieve that success are vastly different.5  Coaches and athletic administrators are motivated 
by the competitive nature that defines athletic participation. Success is winning games and taking 
home the national championship trophy. For medical personnel, including athletic trainers, their 
source of motivation is professional practice, where medical decisions that take into account the 
best interest of the patient/athlete are prioritized. Success to them is mitigating risk while 
optimizing athlete health and safety. 
Instances of conflict within an athletic organization have been reported previously,6-9  
often times at the more competitive collegiate levels where the stakes are higher and the coaches’ 
job security depends more heavily on the success of the team. A similar construct to 
organizational conflict, workplace bullying, has been assessed in both collegiate and high school 
athletic training settings,10-12  and is reportedly precipitated by the pressure to win.12  Perhaps 
more important than the presence of organizational conflict and workplace bullying are the 
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negative effects it has on athletic trainers and their ability to perform their role effectively. 
Episodes of conflict and return-to-play pressures from coaches led to increased stress for athletic 
trainers,2  which was shown to be predictive of burnout,13  resulting in diminished patient care,13  
decreased job satisfaction, and a greater intention to leave their job.2  A valid scale that measures 
athletic trainers’ experiences with conflict in the workplace is crucial for optimizing patient care 
and reducing attrition from the profession.  
Following a cursory search of the literature, only one instrument assessing interpersonal 
conflict for high school athletic trainers was found.14  This questionnaire, although similar to the 
topic of interest, was developed for a dissertation project and did not report adequate evidence of 
validation procedures aside from content validity. Other conflict scales have been published in 
the literature, including the Intragroup Conflict Scale,15  Organizational Conflict Scale,16  and 
Rahim Organizational Conflict Inventory,17  but have not been validated in the athletic training 
setting. As a result, there is a continued need for a valid scale that measures conflict within an 
athletic training department. Therefore, the purpose of this study was two-fold: (1) to develop an 
instrument that assesses organizational conflict in the secondary school athletic training setting, 
and (2) determine the factor structure and assess the psychometric properties of the instrument 
through factor analysis. We hypothesized the instrument would be both valid and reliable in 
measuring this construct for the population of interest. 
METHODS 
 Validation of a questionnaire is a multi-step, complex process, especially when the 
instrument has not been used previously to collect data from the population of interest. Although 
multiple steps were taken to ensure validity of the instrument, the most robust, time-intensive 
procedure, and the one that will be the focus of this manuscript is the degree of construct 
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validity. Construct validity “is the degree to which an operational measure correlates with the 
theoretical concept investigated” (page 28).18  More simply put, construct validity ensures the 
instrument is actually measuring what the researchers have intended it to measure, which in the 
context of this study, is workplace dynamic and organizational conflict within secondary school 
athletic programs. To satisfy construct validity, exploratory factor analysis (EFA) was conducted 
to assess the psychometric properties of the instrument, followed by a confirmatory factor 
analysis (CFA) to assess how well the measured variables fit into the pre-determined factor 
structure. Both procedures are explained in detail below. Approval for this study was granted by 
the University’s Institutional Review Board prior to participant recruitment. 
Participants 
 With the purpose of the study being the development and validation of an instrument to 
assess organizational conflict in secondary school athletics, our targeted population was athletic 
trainers currently employed in that specific setting. To access a diverse, unbiased sample of 
secondary school athletic trainers, we utilized the Athletic Trainer Location and Services 
(ATLAS) database19  to obtain email contacts for online questionnaire distribution. ATLAS is a 
large-scale online database that tracks athletic training services for all public and private high 
schools across the United States. After exporting the appropriate contact information for the 
athletic trainers and deleting duplicates, the database manager provided a total of 6,245 email 
addresses to us, which served as our participant pool for both exploratory and confirmatory 
factor analytic procedures. 
Questionnaire Development 
 Prior to this study, there has been no published attempt to develop and validate an 
instrument regarding organizational conflict and workplace culture in an athletic, particularly an 
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athletic training, setting. This questionnaire was developed from previous literature regarding 
organizational conflict and pressures faced in both sports medicine and athletic 
environments,6,7,20  and consisted of three sections: (1) demographic information, including sex, 
age, highest degree earned, years certified as an athletic trainer, and employment type, setting, 
and status, (2) quantitative measures pertaining to workplace dynamic (relationships, support) 
and athletic trainers’ experiences with pressure and conflict, and (3) a qualitative component that 
allowed respondents to freely expand on the challenges they have faced with coaches, 
administrators, parents, and athletes. The quantitative measures section consisted of 34 5-point 
Likert scale items, which asked respondents to indicate their level of agreeableness (1=Strongly 
Agree, 5=Strongly Disagree) on 18 items and their perceived frequency (1=Always, 5=Never) on 
16 items. The EFA and CFA analyses were performed on the Likert scale items only. The 
qualitative responses were beyond the scope of this study and will be analyzed separately. 
Procedures 
 Following instrument development, which involved thorough review and approval by a 
content expert panel (CE, WP, EK), the questionnaire was uploaded to an online survey platform 
(Qualtrics, Provo, UT). Prior to distribution, an external researcher, who is also an athletic 
trainer, completed the survey as a respondent would to verify accuracy and flow and ensure the 
questionnaire was free of errors. Since the email list was being used for two separate distribution 
cycles, the questionnaire was only sent to 1,500 of the 6,245 athletic trainers for the first round of 
data collection. Initial distribution of the online questionnaire occurred in early September of 
2018. Two reminder emails, sent one week (mid-September) and three weeks (early October) 
post initial distribution, were an attempt at encouraging participation to increase the overall 
response rate. EFA was performed on data collected from this first cohort of secondary school 
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athletic trainers (dataset 1, N=323) to determine dimensionality and the underlying factor 
structure of the variables in the instrument.  
Following the EFA analysis, described in further detail below, the panel of content 
experts (CE, WP, EK) reviewed the factor structure and determined that the items loading on 
each factor conceptually were appropriate. Changes to the refined instrument, including the 
deletion of non-loading and cross-loading items, were made through the Qualtrics platform 
(Provo, UT), and the questionnaire was distributed to the second cohort of secondary school 
athletic trainers (n=4,745) in early January of 2019. Similar to the first distribution cycle, two 
follow-up emails (mid-January and end of January) served as reminders for the athletic trainers 
to participate in the survey. With the second round of data (dataset 2, N=725), we performed a 
CFA, or a model-fit analysis, to examine how well the data fit the pre-determined factor structure 
that resulted from the EFA. 
Statistical Analyses 
Exploratory Factor Analysis 
 The EFA was conducted using SPSS Statistical Software Version 25 (IBM Corporation, 
Armonk, NY). Before running the analysis, we ensured the data collected were suitable for an 
EFA through two inspection techniques, Bartlett’s test of sphericity21,22  and Kaiser-Meyer-Olkin 
(KMO) Measure of Sampling Adequacy.22,23  A significant Bartlett’s test indicates relationships 
between variables are present and that an EFA is an appropriate analytical procedure for the 
data.24  The KMO Measure of Sampling Adequacy is important, as it is indicative of common 
variance and the presence of latent factors,22,23 which is necessary to perform an EFA. A KMO 
value above .60 has been reported as sufficient to carry out an EFA procedure.22,23  
Recommendations for an appropriate sample size to conduct an EFA is varied in the literature, 
 50 
but common guidelines include 200-500 respondents,25,26  or a 5-to-1 participant-to-variable 
ratio.24   
 Regarding EFA method, we extracted the variables with a Principal Axis Factoring 
method followed by an oblique direct oblimin rotation. As the developed questionnaire was 
multidimensional and likely interrelated, we utilized an oblique rotation method to allow 
correlation between factors.27-30  Criteria for factor retention included (1) factors with 
eigenvalues greater than 1,31  and (2) analysis of the visual scree plot, which involved only 
retaining the number of factors before the break or “elbow” in the graph.32  A cutoff value of 
0.30 was used to determine significant loadings of individual items on each factor.27  We 
removed items that did not have a loading greater than 0.30 on any given factor (non-loading 
items), as well as items that had similar loadings on more than one factor (cross-loading items). 
Cronbach’s alpha was calculated to assess internal consistency of the questionnaire after the EFA 
(once the instrument was refined). 
Confirmatory Factor Analysis 
 CFA analyses were performed on dataset 2 using the AMOS extension of SPSS 
Statistical Software Version 25. A model fit analysis was used to determine how well the data 
from the second cohort of athletic trainers (dataset 2) fit the pre-determined exploratory 
model/factor structure that emerged from the EFA (dataset 1). Specific fit indices, including 
comparative fit index (CFI)  0.9, root mean squared error of approximation (RMSEA)  0.08, 
goodness of fit index (GFI)  0.9, and root mean square residual (RMR)  0.08, were used as cut 
off values to indicate a good model fit.33,34   
RESULTS 
Exploratory Factor Analysis 
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 Of the 1,500 athletic trainers who received the online questionnaire, 366 responded, with 
323 of the respondents completing the questionnaire in full. Overall, this led to a response rate of 
21.53% (323/1,500) and an 11.75% (43/366) dropout rate. Approximately 40% of respondents 
were male (n=131), 58.82% were female (n=190), and 2 respondents preferred not to disclose 
their sex. The average age of our participants was 36.70  10.81 years. Collectively, respondents 
had been certified as athletic trainers for an average of 13.70  9.86 years, worked in their 
current positions for 8.15  7.68 years, and were employed in the secondary school setting for an 
average of 11.66  9.34 years. Table 1 provides a summary of respondent demographics for both 
cohorts (dataset 1 and 2). 
Regarding suitability of the data for factor analysis, the Kaiser-Meyer-Olkin (.894), and 
Bartlett’s test of sphericity (X2 (465) = 5731.14, p  0.001) indicated appropriate use of an EFA. 
During the initial analysis, convergence was not achieved due to an item communality greater 
than 1.0 (I have a strong working relationships with the other athletic trainer(s) at my school). 
After removing this item, convergence was optimized. When reviewing the EFA output, 
Measures of Sampling Adequacy were low for two nursing variables (I have a strong working 
relationship with the nurse at my school [.513]; and I feel supported by the school nurse in my 
role as a high school athletic trainer [.510]), and as a result, were removed from the analysis. 
Exploratory factor analysis revealed a 5-factor structure for assessing characteristics of 
organizational conflict for secondary school athletic trainers, which accounted for approximately 
51% of the variance. Factor 1, Coaches (34% variance explained), was composed of 10 items 
pertaining to the role of coaches, including “with few exceptions, I have strong working 
relationships with the coaches at my school,” “the coaching staff at my high school is supportive 
of the clinical decisions I make,” and “coaching staff members question my clinical decisions.” 
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Factor 2, Supervisors (6% variance explained), consisted of 3 items pertaining to the supervisory 
role of the team physician and principal, including “I have a strong working relationship with the 
supervising physician at my school,” and “I have a strong working relationship with the principal 
at my school.” Variable loadings for Factors 1 and 2 ranged from 0.4 to 0.7. Factor 3, Negative 
Appraisal (5% variance explained), was composed of 6 items related to the negative stressors of 
organizational conflict, such as “I have been reprimanded because of the medical decisions I 
have made,” and “I’ve had thoughts of leaving the profession due to the conflict I’ve faced in my 
role as a high school athletic trainer.” Loadings for Factor 3 ranged from 0.3 to 0.8. Factor 4, 
Athletic Director (4% variance explained), consisted of 2 items pertaining to the role of the 
athletic director, including “I feel supported by my school’s athletic director in my role as a high 
school athletic trainer,” with variable loadings from 0.6 to 0.7. Lastly, Factor 5, Parents and 
Athletes (3% variance explained) consisted of 3 items pertaining to pressure from parents and 
student-athletes, such as “I have experienced pressure from parents/guardians to let student-
athletes return to play before I am comfortable.” Loadings for this factor were between 0.3 and 
0.7. 
Twenty-four of the original 34 items were included in the final instrument. Three items 
were removed due to a low Measure of Sampling Adequacy value. Three variables did not have 
factor loadings greater than .30 on any given factor and were removed from the instrument, and 
four items were removed due to high loadings (r > 0.30) on more than one factor. Table 2 
contains the items that were removed during the EFA process, as well as the rationale for 
removal. Cronbach’s alpha following the removal of non-loading items and cross-loading items 
was  = 0.683. Table 3 summarizes the pattern matrix, containing each factor and the associated 
items with correlations. 
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Confirmatory Factor Analysis 
 Based on the EFA, the instrument was refined and distributed to a second cohort of 
secondary school athletic trainers (n=4,745). Seven hundred and twenty-five athletic trainers 
completed the survey, yielding a 15.28% response rate. Specific demographics for this sample, 
including age, sex, years certified, and highest degree earned can be found in Table 1. 
 Following CFA, the number of parameters to be estimated was too large and therefore 
prohibited convergence of the covariance matrices. To reduce the number of parameters 
estimated, the supervisor factor (Factor 2) and the athletic director factor (Factor 4) were 
combined into a single factor based on the conceptual understanding and agreement from content 
experts that an athletic director also serves in a supervisory role to the athletic trainer. This 
process ultimately reduced the model from a total of 5 factors to 4 factors (Figure 1): (1) Coach 
Role, (2) Supervisor Role, (3) Negative Appraisal, or negative outcomes of organizational 
conflict, and (4) Parent/Athlete Role. Arrows between the four factors in Figure 1 represent 
correlations, whereas arrows between the factors to their respective items (represented by the 
rectangles) indicate loadings, with higher loadings or values indicating stronger predictors of the 
respective latent factor. Variable names and the associated Likert scale item are outlined in Table 
4. Fit indices for this model were as follows: CFI = 0.785, GFI = 0.806, RMSEA = 0.100, and 
RMR = 0.088. A Cronbach’s alpha value of 0.666 indicated questionable internal consistency. 
These model fit indices are not strong and indicate the a priori model was not a good fit for the 
data collected from the second cohort of athletic trainers. When allowing measurement errors 
with high modification indices to correlate, model fit indices improved tremendously. However, 
this new specified model was not cross-validated with another sample of secondary school 
athletic trainers and is therefore simply exploratory in nature.  
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 To examine whether or not over-extraction of factors contributed to the poor model fit 
indices obtained from the CFA, we went back to the EFA, performed a 3-factor and 4-factor 
solution, and interpreted the results. In both instances, the EFA produced ambiguous factors that 
were not as easily interpreted compared to the original 5-factor solution. Following CFA with the 
3-factor and 4-factor models, fit indices for these models included the following: CFI = .791, 
GFI = .811, RMSEA = .106, RMR = .060 for the 3-factor model, and CFI = .851, GFI = .860, 
RMSEA = .091, RMR = .051 for the 4-factor model. Fit indices for these models showed 
marginal improvements, but did not collectively surpass the cutoff points previously identified to 
indicate adequate model fit. 
DISCUSSION 
 The purpose of this study was to develop and validate an organizational conflict scale to 
be used by secondary school athletic trainers. EFA revealed a 5-factor structure involving the 
key stakeholders an athletic trainer interacts with at the secondary school setting (coaches, 
Athletic Director, Principal, supervising Physician, athletes, and parents) and the negative effects 
of organizational conflict. The factor structure was reduced to 4 factors in the CFA, and fit 
indices demonstrated that data from the second cohort of athletic trainers did not fit the pre-
determined model appropriately. Therefore, we reject our hypothesis that the organizational 
conflict scale developed is a tool with a high degree of construct validity in a sample of 
secondary school athletic trainers. Poor model fit for this sample may be explained by the multi-
factorial nature of the high school athletic trainer role,2  and the numerous variables that make 
one athletic trainer’s experience unique from the next.  
From a conceptual standpoint, the latent factors produced in the EFA align with the 
interpersonal relationships that athletic trainers must uphold as part of their role. On a daily 
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basis, athletic trainers are interacting with coaches, administration, student-athletes and their 
parents or guardians.35  Although a natural part of the position, taking a “team approach to 
practice”  is emphasized in athletic training educational programs as a foundational behavior of 
professional practice, and involves including the patient, their family, and other healthcare 
professionals in the decision making process.36  Each of these individuals play a unique part in 
the athletic trainer’s experience, but can also serve as a source of conflict when demonstrating 
different views or opinions on how a particular situation (injury) should be handled. Results from 
a study on interpersonal conflict in high school athletic training demonstrate that “interacting 
with coaches,” “interacting with parents,” “interacting with athletes,” and “direct contact” are all 
sources of conflict for this population.14  Additionally, literature on workplace bullying in 
athletic training reports the perpetrators in a majority of the bullying incidents are coaches or 
administrators.10  Furthermore, lack of support from administration has been identified as an 
antecedent to workplace bullying incidents.10  Based on the pre-existing literature to date,10,14,35-
37  the interrelationships that are required as part of the athletic trainer role, including relationship 
characteristics such as support, are important considerations when measuring organizational 
conflict for this population (Factors 1, 2, and 4). 
Factor 3, negative outcomes of organizational conflict, involved being reprimanded, 
having to choose between job security and athlete health and safety, and thoughts of leaving the 
current position or profession as a whole. This factor was named “negative outcomes” due to the 
effect external pressures, conflict, and bullying have on athletic trainers’ perceived stress,2,10,13  
burnout level,13  overall job satisfaction, and desire to leave their job.2  The complexity of the 
athletic trainer role, alone, has been found to increase job-related stress.2  With the accumulation 
of added pressures and/or conflict with coworkers, it is understandable that athletic trainers 
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would become less satisfied and express higher intentions of leaving the job. All four intention-
to-leave variables loaded highly on Factor 3 (factor loadings: 0.793-0.873), which was the 
strongest association of all the variables on the scale. Intent-to-leave, arguably more so than the 
other items represented by this factor, are important measures to consider within the 
organizational conflict construct. 
Procedures were taken during the instrument development phase to maximize validity 
including the use of pre-existing literature to guide development, and content validity via a panel 
of experts. Despite these actions, data collected from the second cohort of athletic trainers 
resulted in poor model fit and questionable internal consistency (Cronbach’s alpha = 0.666). An 
explanation for these findings could include one or both of the following: (1) the roles and 
experiences of secondary school athletic trainers are too varied and complex to define using one 
concise organizational conflict scale, and (2) there are other variables that make up the athletic 
trainer role and pertain to this construct that were not originally considered during the 
development of the instrument. We believe this is an important scale for the athletic training 
profession, but future research regarding its factor structure is warranted for it to be considered a 
construct valid instrument. 
Limitations 
 Although this was an exploratory investigation, we acknowledge the presence of 
limitations that may have impacted the results. When validating an instrument, the size of the 
sample is an important consideration. As it pertains to this study, the sample size of both cohorts 
(n=323 and n=725) was suitable to perform both EFA and CFA analyses. However, it is possible 
that the sample size was so large, particularly for the CFA, and contributed to model 
complexity.38  With that great of a sample, and therefore more diverse experiences, there is an 
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increased chance for the observed data to differ from the data that fit the pre-determined 
exploratory model. To address this, we attempted to simplify the model with 3-factor and 4-
factor solutions, but these analyses produced negligible improvements in model fit.  
 Despite outcomes of the CFA analysis demonstrating poor model fit, the findings of this 
study cannot be transferred to other athletic training settings. Validation of an organizational 
conflict scale, whether this instrument or a newly developed one, will need to be performed for 
each setting individually, including the collegiate setting, professional setting, and 
industrial/occupational settings. Characteristics of the athletic trainer role vary immensely 
depending on the work environment, so one cannot assume that a single organizational conflict 
model would accurately explain the experiences of athletic trainers independent of setting. 
Additionally, there are a multitude of factors that play a role in the experiences of secondary 
school athletic trainers, including employment type, location, access to resources, various 
interpersonal relationships, and presence or absence of support. The degree of variability in 
position and experience may have prohibited adequate fit of the data to the pre-determined 
model.  
Future Directions 
 Future research regarding the psychometric properties of this organizational conflict scale 
is warranted. Manipulation of the exploratory model followed by a confirmatory, theory-driven 
analysis may provide insight on a factor structure that more strongly represents organizational 
conflict for secondary school athletic trainers. Since the developed scale contains measures for 
both organizational conflict (athletic trainers’ experiences with pressure and/or conflict in their 
role) and workplace environment (relationships, support), it would be interesting to assess the 
construct validity and factor structure of these scales as two separate instruments. Additionally, 
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validation of an organizational conflict scale would be beneficial for athletic trainers employed 
outside of the secondary school setting.  
Conclusion 
 During the exploratory phase, organizational conflict for secondary school athletic 
trainers was represented by a 5-factor structure, including the role of coaches, supervisors 
(athletic director, principal, supervising physician), parents and athletes on the athletic trainers’ 
experience, as well as the negative outcomes associated with organizational conflict including 
the desire to leave the position or profession as a whole. Poor model fit indices in the 
confirmatory phase suggest there are other factors unaccounted for and/or the experiences of 
secondary school athletic trainers are too diverse to generalize. Researchers are encouraged to 
work with, identify, and confirm alternative factor structures that may better represent 














Table 1. Comparison of Participant Demographics 
 
Demographic Dataset 1  
n/323 (%) 
Dataset 2  
n/725 (%) 
Sex   
     Male 131 (40.56) 360 (49.66) 
     Female 190 (58.82) 363 (50.07) 
     Prefer Not to Answer 2 (0.62) 2 (0.28) 
 
Highest Degree Earned   
     High School Diploma 0 (0.00) 2 (0.28) 
     Bachelor’s 104 (32.20) 219 (30.21) 
     Master’s 212 (65.63) 486 (67.03) 
     Doctorate 6 (1.86) 13 (1.79) 
     Other 1 (0.31) 5 (0.69) 
 
School Type   
     Public 267 (82.66) 605 (83.45) 
     Private 56 (17.34) 120 (16.55) 
 
Employment Type   
     School District Employee 113 (34.98) 247 (34.07) 
     School District Teacher 51 (15.79) 129 (17.79) 
     Medical or University Facility 151 (46.75) 328 (45.24) 
     Independent Contractor 8 (2.48) 21 (2.90) 
 
Employment Status  n=322  
     Full Time 274 (84.83) 611 (84.28) 
     Part Time 48 (14.86) 114 (15.72) 
 
Demographic Dataset 1 
Mean  SD 
Dataset 2 
Mean  SD 
   
Age (years) 36.70  10.81  39.77  10.52  
 
Years Certified 13.70  9.86  16.73  9.74  
 
Years in Current Role 8.15  7.68  10.62  7.80  
 






Table 2. Variables Removed from Questionnaire Following EFA 
 
Questionnaire Item Reason for Removal 
I have a strong working relationship with the other 
athletic trainer(s) at my school. 
Error received when running EFA with 
this variable included (item communality 
exceeded 1.0)  
 
I have a strong working relationship with the nurse 
at my school. 
‘Measure of Sampling Adequacy’ value 
was too low. 
I feel supported by the school nurse in my role as a 
high school athletic trainer. 
 
I have strong working relationships with the 
athletes at my school. 
Variables did not load highly on any given 
factor. All loadings were < 0.3. 
I feel professionally isolated in my role as a high 
school athletic trainer. 
I have autonomy over the medical decisions I make. 
 
I have experienced pressure from one or more 
coaches to let student-athletes return to play before 
I am comfortable. 
Variables loaded highly on more than one 
factor. 
I have experienced pressure from my athletic 
director to let student-athletes return to play before 
I am comfortable. 
Athletic department members (i.e. athletic director 
and/or support staff) criticize my medical decisions. 
I feel supported by the school’s principal in my role 












Table 3. Pattern Matrix  
 
Questionnaire Item Factors 







With few exceptions, I have strong 
working relationships with the 
coaches at my school. 
-.466     
After communicating my return to 
play decisions, generally my 
coaching staff members 
understand and accept them. 
-.645     
Head coaches at my current place 
of employment have too much 
power over the health care 
professionals who care for 
student-athletes. 
.527*  .310   
Assistant/volunteer coaches at my 
current place of employment have 
too much power over the health 
care professionals who care for 
student-athletes. 
.409     
The coaching staff at my high 
school is supportive of the clinical 
decisions I make. 
-.665     
Coaching staff members question 
my clinical decisions. 
.777     
Coaching staff members criticize 
my medical decisions. 
.756     
Coaching staff members try to 
overrule my decisions to remove 
players from participation during 
practices. 
.728     
Coaching staff members try to 
overrule my decisions to remove 
players from participation during 
games. 
.714     
I feel supported by the coaches in 
my role as a high school athletic 
trainer. 
-.665     
I have a strong working 
relationship with the supervising 
Physician at my school. 
 .734    
I have a strong working 
relationship with the Principal at 
 .480    
 62 
my school. 
I feel supported by my supervising 
Physician in my role as a high 
school athletic trainer. 
 .738    
I feel like I need to choose 
between job security and the well-
being of my patients/athletes. 
  .383   
I have been reprimanded because 
of the medical decisions I have 
made. 
  .301   
I’ve had thoughts of leaving the 
profession due to the pressures 
I’ve faced in my role as a high 
school athletic trainer. 
  .873   
I’ve had thoughts of leaving the 
profession due to the conflict I’ve 
faced in my role as a high school 
athletic trainer. 
  .843   
I’ve considered changing job 
settings due to the pressures I’ve 
faced in my role as a high school 
athletic trainer. 
  .841   
I’ve considered changing job 
settings due to the conflict I’ve 
faced in my role as a high school 
athletic trainer. 
  .793   
I have a strong working 
relationship with the athletic 
director at my school. 
   -.638  
I feel supported by the school’s 
athletic director in my role as a 
high school athletic trainer. 
   -.785  
I have experienced pressure from 
parents/guardians to let student-
athletes return to play before I am 
comfortable. 
    -.733 
I have experienced pressure from 
my student-athletes to return them 
to play before I am comfortable. 
    -.688 
I feel supported by the 
parents/guardians of my student-
athletes in my role as a high 
school athletic trainer. 
    .331 




Table 4. Variable Names in CFA Model with Associated Likert Scale Item 
 
Variable Name Likert Scale Item 
COACH 1 
With few exceptions, I have strong working relationships with the 
coaches at my school. 
COACH 2 
After communicating my return to play decisions, generally my coaching 
staff members understand and accept them. 
COACH 3 
Head coaches at my current place of employment have too much power 
over the health care professionals who care for student-athletes. 
COACH 4 
Assistant/volunteer coaches at my current place of employment have too 
much power over the health care professionals who care for student-
athletes. 
COACH 5 
The coaching staff at my high school is supportive of the clinical 
decisions I make. 
COACH 6 Coaching staff members question my clinical decisions. 
COACH 7 Coaching staff members criticize my medical decisions. 
COACH 8 
Coaching staff members try to overrule my decisions to remove players 
from participation during practices. 
COACH 9 
Coaching staff members try to overrule my decisions to remove players 
from participation during games. 
COACH 10 I feel supported by the coaches in my role as a high school athletic trainer. 
SUPERVISOR 1 
I have a strong working relationship with the supervising Physician at my 
school. 
SUPERVISOR 2 I have a strong working relationships with the Principal at my school. 
SUPERVISOR 3 
I feel supported by my supervising Physician in my role as a high school 
athletic trainer. 
ATHLETIC DIRECTOR 1 
I have a strong working relationship with the Athletic Director at my 
school. 
ATHLETIC DIRECTOR 2 
I feel supported by the school’s Athletic Director in my role as a high 
school athletic trainer. 
NEGATIVE APPRAISAL 1 
I feel like I need to choose between job security and the well-being of my 
patients/athletes. 
NEGATIVE APPRAISAL 2 I have been reprimanded because of the medical decisions I have made. 
NEGATIVE APPRAISAL 3 
I’ve had thoughts of leaving the profession due to the pressures I’ve faced 
in my role as a high school athletic trainer. 
NEGATIVE APPRAISAL 4 
I’ve had thoughts of leaving the profession due to the conflict I’ve faced 
in my role as a high school athletic trainer. 
NEGATIVE APPRAISAL 5 
I’ve considered changing job settings due to the pressures I’ve faced in 
my role as a high school athletic trainer. 
NEGATIVE APPRAISAL 6 
I’ve considered changing job settings due to the pressures I’ve faced in 
my role as a high school athletic trainer. 
PARENTS ATHLETES 1 
I have experienced pressure from parents/guardians to let student-athletes 
return to play before I am comfortable. 
PARENTS ATHLETES 2 
I have experienced pressure from student-athletes to return them to play 
before I am comfortable. 
PARENTS ATHLETES 3 
I feel supported by the parents/guardians of my student-athletes in my 
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Secondary School Athletic Trainers’ Experiences with Organizational Conflict 
 
ABSTRACT 
Context: The multi-faceted nature of athletic training is characterized by interrelationships and 
team-based approaches to care. This opens the door for conflict, which has been reported 
frequently in the collegiate setting. Secondary school athletic trainers’ experiences with conflict 
and pressure in their role are not well understood. 
Objective: To measure extent and sources of organizational conflict within an athletic training 
setting and determine if differences exist across employment characteristics. 
Design: Cross-sectional survey 
Setting: Secondary school athletics 
Participants: Secondary school athletic trainers (n=725; age=39.810.5 years; years 
certified=16.79.7; years in current role=10.67.8).  
Interventions: Online questionnaire with quantitative measures pertaining to organizational 
conflict and workplace dynamic, with employment type [school district employee, school district 
teacher, medical or university facility, independent contractor] and status [full-time (FT), part-
time (PT)] as independent variables. 
Main Outcome Measures: Likert scale scores (1=strongly agree to 5=strongly disagree; 
1=always to 5=never) and perceived sources of pressure and conflict were our dependent 
variables. Analyses included Kruskal-Wallis tests, Mann-Whitney U post-hoc tests, Chi-square 
analyses, and odds ratios to assess for associations between variables of interest. 
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Results: We received a 15.28% response rate (725/4,745). Compared to PT, FT athletic trainers 
more strongly agreed to having strong relationships with coaches (p=.003), supervising 
Physician (p=.003), Athletic Director (p=.003), and Principal (p=.002). Sources of conflict most 
frequently identified were parents (59%) and coaches (53.9%). Negligible relationships 
(Cramer’s V <0.2) existed between employment characteristics and levels of pressure or conflict 
faced. Odds of experiencing conflict with coaches were reduced by approximately 25% when 
athletic trainers were employed by the school district (OR .745, 95% CI: .556-.999, p=.049). 
Conclusions: Secondary school athletic trainers’ experiences regarding organizational conflict 
were relatively positive. Conflict and pressure were characteristic of the athletic trainer role, but 
did not occur frequently and were not strongly associated with employment type. 
Keywords: interpersonal conflict, job-related stress 














Organizational conflict has been described as a dynamic process1 that involves many 
facets including antecedent conditions, affective and cognitive states of the individuals involved, 
and the actions or behavior that portray conflict.1 Any organization or environment in which 
stakeholders are forced to interact with each other is subject to such conflict. Furthermore, risk of 
conflict is heightened when individuals working interdependently have different views or 
opinions on how something should be done, or different goals to work toward.1 The structure and 
competitive nature of athletic programs breeds an environment that is susceptible to conflict, 
which may be counterproductive and harmful to the organization if not addressed in a timely 
manner. Although not addressed specifically at the organizational level, conflict between 
medical and non-medical personnel in an athletic environment is not a novel concept and often 
manifests as pressure to return an athlete to play before they are medically ready.2,3 Anecdotal3-5 
and empirical2,6-9 evidence have highlighted this issue for years.  
 To date, the collegiate setting has held the spotlight for research regarding clinician-
coach conflict. Divided loyalties between coaching staff and medical staff put athletic trainers on 
the receiving end of pressures from coaches to return athletes to play based on their timeline,2,3 
which is often not in the athlete’s best interest health-wise. The bureaucracy in collegiate 
athletics has gone as far as coaches and athletic administration firing athletic trainers over their 
medical decisions.3 In addition to return to play pressures, other forms of conflict have been 
investigated at the collegiate setting including workplace bullying,6,10 which has been defined as 
“a series of persistent negative interactions that affect a clinician’s ability to perform his or her 
role.”6 These incidents were often spearheaded by coaches and had negative impacts on 
collegiate athletic trainers such as higher levels of stress, feelings of inadequacy, and decreased 
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trust in the relationships formed as part of their role.10 This is cause for concern, as a negative 
workplace environment increases athletic trainers’ levels of job-related stress,11 and may prohibit 
them from providing medical care to the best of their ability. 
 A concerning realization is that the extent of conflict athletic trainers face outside of the 
collegiate setting is not well understood. According to the 2018 year-end membership statistics 
for the National Athletic Trainers’ Association, secondary schools are the second largest setting 
represented (9,160 members), just behind the college/university setting (9,376 members).12 With 
the vast number of athletic trainers employed at the secondary school setting, it is important to 
understand their experiences providing care, including any conflict or pressure they face in their 
role. Compared to the collegiate setting, there are natural components of the secondary school 
setting that present unique challenges for athletic trainers and are conducive to conflict including 
a lack of organizational or hierarchical structure, various employment models that include 
employing the athletic trainer through an outside entity not affiliated with the school, parental 
input and influence, and a support network that is largely non-medical.  
Characteristics of the secondary school setting may influence athletic trainers’ experiences 
with organizational conflict and therefore warrant investigation. The purpose of this study was 
two-fold: (1): to quantitatively measure the extent and source of pressure and conflict faced by 
secondary school athletic trainers as it pertains to their role, and (2) to examine whether 
organizational conflict and workplace dynamic differ across various employment-related 
variables including employment type [school district employee (SDE), school district teacher 
(SDT), medical or university facility (MUF), independent contractor (IC)] and employment 
status [full time (FT) versus part time (PT)]. Our research questions and hypotheses were as 
follows: 
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1. Do secondary school athletic trainers face pressure from or conflict with the individuals 
they work with? 
 H1: Secondary school athletic trainers will report having experienced pressure 
and/or conflict from the individuals they work with. 
2. Who are the sources of conflict and pressure for secondary school athletic trainers as it 
pertains to their role? 
 H2: A majority of athletic trainers will report the source of pressure and/or 
conflict is from the coaches they work with. 
3. Do level and/or source of conflict differ based on employment type or employment 
status? 
 H3: Experiences of pressure and conflict will not differ across various athletic 
training employment types. 
 H4: Experiences of pressure and conflict will not differ across employment status. 
4. Does workplace dynamic (relationships, support) differ based on employment type or 
employment status? 
 H5: Athletic trainers working in a FT capacity will have stronger relationships 
with stakeholder groups compared to their PT counterparts. 
METHODS 
 We utilized a cross-sectional survey to achieve the study’s purpose. The selection of this 
methodology was purposeful for two reasons: (1) to access a diverse, representative sample of 
secondary school athletic trainers, and (2) to be able to describe specific characteristics of a large 
population, particularly regarding secondary school athletic trainers’ experiences with pressure 
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and conflict, and the dynamic of their relationships with the individuals they work closely with. 
Institutional Review Board approval was received prior to the start of data collection.  
Participants 
 All participants in this study were currently practicing clinically as athletic trainers in the 
secondary school setting. In order to distribute the online questionnaire to a diverse sample of the 
population, contact information for secondary school athletic trainers was obtained through the 
Athletic Trainer Locations and Services (ATLAS) database,13 managed by the Korey Stringer 
Institute at the University of Connecticut. ATLAS13 is an online database that tracks the level of 
athletic training services provided to all secondary schools, public and private, across the United 
States. To strengthen the database, secondary school athletic trainers were encouraged to 
complete the ATLAS survey,13 which collects information related to the athletic trainers’ roles, 
including contact information, employment status and type, and percentage of time spent on 
various responsibilities. While taking the ATLAS survey, athletic trainers were given the option 
to provide their email address. In terms of recruitment for this study, athletic trainers who (1) 
took the ATLAS survey and (2) elected to provide their email address, served as the participant 
pool for the distribution of this survey instrument.  
Procedures 
 In order to distribute the survey instrument, a staff member at the Korey Stringer Institute 
responsible for managing the ATLAS database13 provided us with a list of emails for athletic 
trainers who completed the ATLAS survey and provided their email address. This process 
yielded a list of 6,245 unique contacts. The list was then filtered by completion date so the 
athletic trainers who most recently completed the survey were at the top. This was purposeful to 
promote completion of the first round of data collection to satisfy validation of the survey 
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instrument. The instrument was distributed via Qualtrics (Provo, UT) to the first 1,500 athletic 
trainers on the list, and that data was used for an exploratory factor analysis to assist with 
instrument validation (See Manuscript I). The instrument was revised as needed and redistributed 
via Qualtrics (Provo, UT) to the remaining 4,745 athletic trainers. The data presented in this 
manuscript reflects the responses from this specific cohort. In order to maximize response rate, 
reminder emails were sent automatically via the online survey database one week and three 
weeks post initial survey distribution to increase participation. 
Instrument Development & Validity 
 The survey instrument was developed based on pre-existing literature regarding 
organizational conflict and pressures in sports medicine and athletics settings,2,3,14 and consists of 
a range of demographics questions, including employment type, items related to the level and 
source of pressures and conflict experienced, as well as open-ended questions to provide 
opportunities for the respondents to expand on their experiences and the challenges they face in 
their role related to coaches, administration, athletes, and parents. For the purpose of this study, 
employment-related variables, conflict, and pressure were operationally defined to remove, as 
much as possible, respondent subjectivity and encourage consistency in responses across the 
entire sample. Definitions for employment-related variables were adopted from the ATLAS 
database.13 To be considered a FT employee, athletic trainers had to meet all four of the 
following criteria: (1) only work for one school, (2) work at least 30 hours per week, (3) work at 
least 5 days per week, and (4) work at least 10 months per year. PT status was defined as 
anything less than the FT criteria. For employment type, respondents were prompted to select 
one of the following:  
 SDE: Athletic trainer is employed by the school district in a non-teaching role. 
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 SDT: Athletic trainer is employed by the school district and teaches at least one 
class with an additional stipend for athletic training services. 
 MUF: Athletic trainer is employed by a facility, including but not limited to 
hospital, private clinic, doctor’s office, or university. 
 IC: Athletic trainer is not employed by a school system or medical facility and is 
self-employed. 
Pressure was defined as “the use of persuasion, influence, or intimidation to make 
someone do something.” Conflict was defined as “a serious disagreement or argument.” To 
examine aspects related to organizational conflict in the workplace for high school athletic 
trainers, respondents were presented with a series of 5-point Likert scale items based on level of 
agreeableness (1=strongly agree to 5=strongly disagree) and frequency (1=always to 5=never). 
 In order to validate the instrument appropriately, specific measures previously discussed 
in the literature were put into place prior to survey distribution.15,16 Three separate validation 
procedures were completed including construct validity, content validity, and face validity. 
Construct validity, the most rigorous of the validation procedures, ensured the items in the 
instrument were measuring the construct it was developed to measure,16 which in this case was 
organizational conflict. This validation procedure was carried out and explained in detail in 
Manuscript I. Content validity was achieved via a thorough review of the developed instrument 
by three content experts in the field (WP, EK, CE). Content experts were selected purposefully 
due to their previous experiences and areas of research expertise, including previous experience 
as a high school athletic trainer, which is applicable to one of the content experts. Prior to data 
collection, the experts were provided with a content validity instrument in which they graded 
each item on the questionnaire for clarity, as well as its relevance and importance to the study’s 
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purpose and research questions. Each component was based on a 4-point scale (1 = not relevant, 
4 = highly relevant; 1 = not important, 4 = very important; 1 = not clear, 4 = very clear). A score 
of 2 or below by a majority of reviewers (2 out of 3 content experts) was used as a “cut off” 
score for removal of the item from the instrument. Following the removal of irrelevant, 
unimportant, and/or unclear items, the final instrument was uploaded to the Qualtrics (Provo, 
UT) platform. To ensure face validity of the instrument, two athletic trainers not involved in the 
study or on the research team completed the questionnaire as a respondent would to ensure ease 
of use, clarity, and readability.16 
Data Analysis 
 Data were analyzed using SPSS Statistical Software Version 25 (IBM Corporation, 
Armonk, NY). Descriptive statistics were calculated for the demographic variables and are 
reported as mean  standard deviation for continuous variables. Responses to Likert scale items 
were summarized using descriptive statistics, including median and range. A test for normality 
was conducted in order to determine whether the data collected followed a normal distribution. 
The Shapiro-Wilk test for normality confirmed a non-normal distribution of the data. All Likert 
scale variables were significant (p<0.001), which indicated the use of non-parametric statistical 
analyses to assess for differences in Likert scale scores across groups. A Kruskal-Wallis test was 
conducted to examine for differences in organizational conflict measures (Likert scale items) 
across employment type (SDE, SDT, MUF, IC). Mann-Whitney U post-hoc tests determined 
where specific differences occurred, following a specific omnibus test. Additional Mann-
Whitney U tests were conducted to assess for differences in organizational conflict measures by 
employment status (FT versus PT employment). Chi-square analyses examined for associations 
between particular variables of interest, with Cramer’s V post-test measuring the strength of 
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association. Lastly, odds ratios were calculated to compare relative odds of experiencing job-
related stress, pressure, and conflict from various stakeholders given employment type. For this 
calculation, comparisons were made between athletic trainers employed by the school district 
(SDE and SDT) and athletic trainers employed by other methods (MUF and IC). The alpha level 
of significance for all analyses was set at p<.05 a priori. 
RESULTS 
  Of the 4,745 secondary school athletic trainers who received the questionnaire, 871 
started the survey while 725 completed it, yielding a 15.28% (725/4,745) response rate and a 
completion rate of 83.24% (725/871). Just under half of the respondents were male (n=360, 
49.66%), and 50.07% were female (n=363). Two respondents elected not to disclose their sex. 
The average age of the respondents was 39.7710.52 years, and they had been certified as 
athletic trainers for 16.739.74 years at the time of survey completion. Overall, the responding 
athletic trainers worked an average of 14.568.85 years in the secondary school setting, with 
10.627.80 of those years in their current role. FT athletic trainers reported working an average 
of 36.7712.38 hours per week, with 19.728.81 hours per week covering practice sessions and 
13.715.88 hours per week spent providing medical care at games/competitions. PT athletic 
trainers worked an average of 19.6510.23 hours per week, with about half of their time 
covering practices (10.267.12 hours per week), and the other half covering games/competitions 
(9.234.41 hours per week). Additional demographic information describing this sample of 
secondary school athletic trainers is located in Table 1.  
 Athletic trainers participating in this study demonstrated variation in responses for the 
‘agreeableness’ and ‘frequency’ anchored Likert scale items. Count and percent response for 
‘agreeableness’ (strongly agree to strongly disagree) items are located in Table 2. To more 
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clearly demonstrate the distribution of scores for the Likert scale items, median value and range 
for ‘agreeableness’ items are outlined in Table 3. Count and percent response, as well as median 
scores and range for the ‘frequency’ anchored items (always to never) are located in Tables 4 and 
5, respectively.  
 Respondents were asked to indicate whether or not various individuals they interact with 
on a regular basis were a source of stress for them at work, and if they had experienced pressure 
from or conflict with these individuals in their current role. These individuals included coaches, 
athletic director, principal, athletes, parents, other athletic trainers if they were not the only 
athletic trainer employed at the school, and the supervising physician. For athletic trainers in this 
sample, a majority of job-related stress regarding these stakeholder groups stemmed from parents 
(Figure 1). Sixty-six percent (n=478) of respondents indicated parents were a source of stress for 
them at work, while over half of responding athletic trainers (55.72%, n=404) selected “coaches” 
as a source of job-related stress. Although coaches and parents were the most frequently selected 
stakeholder groups, 125 (17.24%) respondents indicated they did not consider any of the above-
mentioned individuals to be a source of stress at work for them.  
 Figures 2 and 3 summarize the number of responding athletic trainers who received 
pressures from (Figure 2) or experienced conflict with (Figure 3) the stakeholders they interact 
with as part of their job. These were ‘select all that apply’ questions, so the percent response 
does not add up to 100. Similar to job-related stress, parents and coaches were most frequently 
identified by our respondents as sources of pressure. Over half of responding athletic trainers 
(n=425, 58.6%) received pressure from coaches, and 66.8% (n=484) were pressured by parents 
in their current role. Regarding conflict, which was defined as “a serious disagreement or 
argument,” secondary school athletic trainers in this sample experienced the most conflict with 
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parents (n=428, 59%), followed by coaches (n=391, 53.9%) and athletes (n=236, 32.6%). 
“Other” sources of pressure and conflict were reported by our sample and include school board 
members, the school nurse, visiting coaches, and other physicians, but these were on an 
individual basis and only represented the experiences of a trivial percentage of our sample. 
 Kruskal-Wallis one-way analysis of variance revealed significant differences on Likert 
scale scores across employment type and employment status. The only Likert scale item with 
significant differences across employment type was “I have a strong working relationship with 
the Principal at my school” (p=.042). Post hoc analyses revealed athletic trainers employed by 
the school district as teachers (SDT mean rank = 206.97, MUF mean rank = 237.66, U = 
18314.5, p=.016) and as employees (SDE mean rank = 273.02, MUF mean rank = 299.28, U = 
36807.5, p=.044) more strongly agreed to this statement compared to athletic trainers employed 
by a medical or university facility. Comparisons were also made by employment status (FT 
versus PT). FT athletic trainers agreed more strongly to statements regarding relationship 
dynamics than those working in a PT capacity. Significant differences were found for the 
following statements: “With few exceptions, I have strong working relationships with the 
coaches at my school” (FT mean rank = 357.20, PT mean rank = 394.08, U = 31284, p=.003), “I 
have a strong working relationship with the supervising Physician at my school” (FT mean rank 
= 354.84, PT mean rank = 406.75, U = 29840, p=.003), “I have a strong working relationship 
with the Athletic Director at my school” (FT mean rank = 355.72, PT mean rank = 402.00, U = 
30380.5, p=.003), “I have a strong working relationship with the Principal at my school” (FT 
mean rank = 353.24, PT mean rank = 415.29, U = 28866.5, p=.002), and “I feel supported by my 
supervising Physician in my role as a high school athletic trainer” (FT mean rank = 354.21, PT 
mean rank = 410.13, U = 29454.5, p=.001). 
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 Chi-square analyses assessed for association and strength of association (Cramer’s V) 
between perceived stress and employment type/status (Tables 6 and 7), perceived pressure and 
employment type/status (Tables 8 and 9), and experiences with conflict and employment 
type/status (Tables 10 and 11). Cramer’s V values for all significant relationships indicate the 
strength of the association is negligible (Cramer’s V range: .078 - .194). We calculated odds 
ratios to further examine and measure the association between perceived stress, pressure, and 
conflict, and employment type (employed by school district versus not employed by the school 
district). Following the analysis, we observed a 43% reduction in odds of identifying an athletic 
director as a source of stress (OR .574, 95% CI: .407-.809, p=.001), and a 72% reduction in odds 
of identifying the principal as a source of stress (OR .280, 95% CI: .154-.507, p<.001) when 
employed by the school district compared to other employment types (MUF and IC) (Table 12). 
Similarly, we observed a 36% reduction in odds of experiencing pressure from the athletic 
director (OR .645, 95% CI: .435-.955), p=.028) and a 61% reduction in odds of experiencing 
pressure from the principal (OR .389, 95% CI: .191-.792, p=.007) when employed by the school 
district (Table 13). Regarding experiences of conflict by employment type, we observed a 26% 
reduction in odds of experiencing conflict with coaches (OR .745, 95% CI: .556-.999, p=.049) 
and a 63% reduction in odds of experiencing conflict with the athletic director (OR .551, 95% 
CI: .374-.810, p=.002) and principal (OR .367, 95% CI = .175-.766, p=.006) when employed by 
the school district (Table 14). 
DISCUSSION 
 The purpose of this study was to assess level and source of organizational conflict that 
secondary school athletic trainers experience and determine if associations were present between 
organizational conflict measures and employment characteristics (type and status). We 
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hypothesized secondary school athletic trainers would report experiencing pressure from and 
conflict with the individuals they work with. Data from our sample supported this hypothesis. 
Over half of responding athletic trainers reported experiencing pressure from and conflict with 
coaches and parents as it pertains to their role. Similarly, coaches and parents were also 
identified most frequently as sources of stress for this sample of athletic trainers. Our findings 
regarding extent and source of conflict and pressure align with previous research conducted in 
the collegiate setting.2,3,6 Kroshus et al.,2 in their investigation of pressure placed on sports 
medicine clinicians to prematurely return concussed athletes to play, found 53.7% of them faced 
this pressure from coaches. Additionally, in a non-peer reviewed survey by the Chronicle,3 over 
half of responding athletic trainers, all employed at competitive football universities, reported 
experiencing pressure from coaches to return concussed athletes to play before they were 
comfortable. Although we did not collect injury-specific data in this study, it appears that 
independent of setting, the web of interrelationships required of the role puts strain on athletic 
trainers.  
The role of parents in conflict, although well-known anecdotally, is a novel finding in 
athletic training literature, likely due to the population studied. Much of the research has been 
done in the collegiate setting, where parents inherently have less of an influence, because of the 
demographic of the college-aged athletic population. At the secondary school setting, where a 
majority of the athletes are minors, the parents or legal guardians are contacted and consulted for 
all medical decisions regarding the athlete’s plan of care.17 Although parental involvement 
produces social capital,18 a valuable component of a school community, it also increases the 
chance for disagreements and conflict if the athletic trainer’s plan for the athlete do not align 
with that of the parent. Parental actions, including overstepping boundaries and upholding high 
 84 
expectations, are not only detrimental to young adolescents,19,20 but may also explain the 
increased frequency of reported incidents with athletic trainers compared to other stakeholder 
groups, although the latter can not be directly concluded from this study. From a secondary 
school athletic trainers’ experience, parents can actually serve as allies when approached in the 
correct way, which includes providing an explanation of the athletic trainer role and emphasizing 
the common goal of protecting and caring for their children.21 Future research should continue to 
investigate the role of the parent in the secondary school athletic trainers’ experience, especially 
as parents become more involved and influenced by their aspirations for their children. 
An important consideration is the frequency by which athletic trainers are experiencing 
organizational conflict. Although respondents indicated experiencing pressure and conflict from 
the individuals they interact with as part of their job, these incidents did not occur regularly, as 
indicated by the Likert scale scores. The distribution of scores on statements regarding 
organizational conflict and workplace culture demonstrate that a majority of respondents 
indicated ‘always’ or ‘often’ for positively-framed statements, such as “The coaching staff at my 
high school is supportive of the clinical decisions I make,” and selected ‘rarely’ or ‘never’ for 
negatively-framed statements, including “Coaching staff members criticize my medical 
decisions.” Our data align with that of another dissertation project investigating interpersonal 
conflict in the high school athletic training setting.22 Interacting with parents, coaches, athletes, 
peers, and others were identified by a majority of respondents as sources of conflict ‘less than 
once a month’ or ‘not at all.’22  
Reduced frequencies of reported conflict in the secondary school setting may be 
attributed to an environment that emphasizes enjoyment of sports participation over winning. 
Increased education on and exposure to athletic trainers in this setting could also play a role in 
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mitigating conflict, as they assert themselves as the authority over student-athlete health and 
safety. Organizations, including the National Federation for State High School Associations 
(NFHS), have weighed in on return to play following injury and who ultimately makes the call.23 
According to an article23 posted on the NFHS website: 
“Administrators should develop a protocol that not only includes but encourages open 
communication among all individuals involved in the [return to play] process. If any 
individual involved in the return to play decision process does not believe the student is 
ready to return to activity, the athlete should be withheld until additional recovery has 
been accommodated.”23 
If this precedent is set, in an ideal world, medical professionals should not be on the receiving 
end of pressures to return an athlete to play before the athletic trainer and supervising physician 
deem it to be appropriate. However, the multitude of factors at play and inherent nature of human 
instinct/interaction will likely prohibit the removal of all conflict within an athletics organization. 
A select number of cases provide evidence for lack of support and other challenges related to the 
athletic trainers’ role. However, when viewed collectively, the results of this study demonstrate 
secondary school workplace environments are largely positive and provide athletic trainers with 
the autonomy to make medical decisions as they see fit. 
The impetus for measuring associations between episodes of conflict and employment 
type stemmed from previous literature regarding organizational infrastructure in the collegiate 
athletics setting.2,24-28 Advantages and disadvantages of the athletic, medical, and academic 
models have been widely discussed.24-26 Clinicians and researchers are in support of the switch to 
a medical model, where the athletic training department is under the supervision of a physician, 
due to a better alignment of values, decreased episodes of conflict, and a patient-centered 
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approach to health care.27,28 Since these models do not exist in the secondary school setting, it 
was an aim of ours to assess whether there was an ‘ideal’ employment type for secondary school 
athletic trainers that mitigates job-related stress, and instances of pressure and/or conflict. In 
support of our hypothesis, chi-square analyses revealed negligible relationships between 
organizational conflict variables [stress, pressure, conflict] and employment type [SDE, SDT, 
MUF, IC], as well as employment status [FT, PT]. A plausible explanation for this could be due 
to the fact that regardless of employment characteristics, the interrelationships, and therefore 
sources of stress, conflict, and pressure, required of the athletic trainer role remain the same. 
 A positive work environment is one with established interpersonal relationships between 
stakeholders and open communication.29 We found athletic trainers employed FT at the school 
agreed more strongly to relationship dynamic variables than those employed in a PT capacity. 
This is understandable from a conceptual standpoint, simply due to FT athletic trainers spending 
more time at the school, and therefore having more opportunity to interact and build 
relationships with the people they work with. In addition to employment status, whether the 
athletic trainer is employed by the school district (SDT and SDE) or an outside company (MUF 
and IC) was shown to influence the odds of experiencing job-related stress, conflict, and pressure 
from various sources.  
Athletic trainers employed by the school district, in either a teaching or non-teaching 
role, were (1) at a reduced odds of reporting the Athletic Director and/or Principal as a source of 
job-related stress, (2) at a reduced odds of experiencing pressure from the Athletic Director 
and/or Principal, and (3) at a reduced odds of experiencing conflict with coaches, the Athletic 
Director, and/or Principal, compared to athletic trainers employed by a MUF or as an IC. The 
two administrative personnel at the individual school level were consistently identified across 
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stress, pressure, and conflict variables. A plausible explanation for this could be the way in 
which administration view an athletic trainer employed by the school district versus one that is 
employed by another entity. It is possible that athletic trainers employed by the school district are 
seen more “as part of the team,” without any obligations to another facility, which may enhance 
rapport and relationships between the athletic trainer and administrative personnel. These 
findings may provide context to and further support for the importance of building rapport in 
order to mitigate conflict, but future research is warranted to directly assess this relationship. 
Limitations 
 We acknowledge that this study is not without limitations. Although the questionnaire 
was distributed to a national sample of secondary school athletic trainers, a natural limitation of 
survey-based research is response bias. It is plausible that the athletic trainers with an interest in 
the topic of investigation or those who had experiences to share were more likely to participate in 
the study. However, the varied responses and range of Likert scale scores indicate the 
experiences of the athletic trainers in our sample were not entirely positive or entirely negative. 
Additionally, our sample consisted largely of FT athletic trainers (84%), so the overall findings 
may be skewed to the experiences of clinicians working in this capacity compared to those in a 
PT role. Although key terms were operationally defined to remove as much subjectivity as 
possible, interpretations of pressure, conflict, and job-related stress were left to the respondents’ 
discretion. Therefore, respondents may have reported both perceived and actual experiences with 
pressure and/or conflict. Another limitation involves the ability, or inability, to make conclusions 
on the magnitude of the relationship between employment status (FT or PT) and select 
quantitative measures. Despite significant associations between employment status and the 
relationship variables, the strength of these associations are unknown. As a result, the researchers 
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caution making generalizations or conclusions on the extent of these relationships. Lastly, the 
findings of this study should only be generalized as far as the secondary school athletic trainer 
population. The multi-factorial nature of the profession prohibits generalization of our 
respondents’ experiences to other athletic trainers outside of this setting. 
Future Directions 
 Researchers should continue to investigate athletic trainers’ experiences providing 
medical care, particularly regarding pressure or conflict they receive in their role. This is an 
important area of research as we continue to work to advance the profession. Similar studies 
should be replicated in non-traditional athletic training settings to identify level and sources of 
conflict or pressure that may impact athletic trainers’ abilities to perform their role effectively. 
Additionally, a qualitative approach to researching this topic would provide a deeper 
understanding of athletic trainers’ experiences, and would allow further exploration of the multi-
factorial nature of the profession. Every athletic trainer has their own challenges to face and 
overcome. Inquiry regarding these challenges, particularly the ways in which athletic trainers 
approach conflict resolution in their role, would be a noteworthy follow-up investigation and 
would add to the growing body of literature on this topic. 
Conclusion 
 Secondary school athletic trainers reported experiencing pressure and conflict from 
various sources in their role, but the frequency of these events demonstrate that more often than 
not, our respondents are respected and supported. Since interpersonal relationships are a 
requirement of the athletic training profession and can create positive work environments, 
secondary school athletic trainers are encouraged to build rapport with coaches, parents, athletes, 
administration, and other health care professionals as a proactive strategy for mitigating conflict 
 89 
or enhancing communication when conflict or disagreements arise. Prior to autonomous practice, 
athletic trainers should be prepared by their educational programs to recognize situations that 
may develop into conflict and utilize conflict resolution strategies that promote compromise, but 


















Table 1. Respondent Demographics 
 
Characteristic # of Respondents/725 (%) 
Sex  
     Male        360 (49.66) 
     Female 363 (50.07) 
     Prefer Not to Answer 2 (0.28) 
Highest Degree Earned  
     High School Diploma 2 (0.28) 
     Bachelor’s 219 (30.21) 
     Master’s 486 (67.03) 
     Doctorate 13 (1.79) 
     Other 5 (0.69) 
School Type  
     Public 605 (83.45) 
     Private 120 (16.55) 
Employment Type  
     School District Employee 247 (34.07) 
     School District Teacher 129 (17.79) 
     Medical or University Facility 328 (45.24) 
     Independent Contractor 21 (2.90) 
Employment Status  
     Full Time 611 (84.28) 
     Part Time 114 (15.72) 
Required to Travel?  
     Yes 349 (48.14) 
     No 376 (51.86) 
Have Supervising Physician?  
     Yes 561 (77.38) 
     No 164 (22.62) 
Practice Under Standing Orders?  
     Yes 599 (82.62) 






Table 2. Frequency and Percent Response (N(%)) for ‘Agreeableness’ Anchored Items 
 












With few exceptions, I have strong working 
relationships with the coaches at my school. 
 
628 (86.62) 90 (12.41) 4 (0.55) 2 (0.28) 1 (0.14) 
I have a strong working relationship with the 
supervising physician at my school. 
 
501 (69.10) 108 (14.90) 81 (11.17) 12 (1.66) 23 (3.17) 
I have a strong working relationship with the athletic 
director at my school. 
 
565 (77.93) 120 (16.55) 18 (2.48) 13 (1.79) 9 (1.24) 
I have a strong working relationship with the principal 
at my school. 
 
355 (48.97) 208 (28.69) 123 (16.97) 24 (3.31) 15 (2.07) 
I feel like I need to choose between job security and 
the well being of my patients/athletes. 
 
22 (3.03) 32 (4.41) 76 (10.48) 93 (12.83) 502 (69.24) 
I have been reprimanded because of the medical 
decisions I have made. 
 
18 (2.48) 59 (8.14) 36 (4.97) 67 (9.24) 545 (75.17) 
After communicating my return to play decisions, 
generally my coaching staff members understand and 
accept them. 
 
482 (66.48) 220 (30.34) 9 (1.24) 10 (1.38) 4 (0.55) 
Head coaches at my current place of employment have 
too much power over the health care professionals 
who care for student-athletes. 
 
10 (1.38) 44 (6.07) 43 (5.93) 149 (20.55) 479 (66.07) 
Assistant/volunteer coaches at my current place of 
employment have too much power over the health care 
professionals who care for student-athletes. 
 
8 (1.10) 27 (3.72) 28 (3.86) 86 (11.86) 576 (79.45) 
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I’ve had thoughts of leaving the profession due to the 
pressures I’ve faced in my role as a high school 
athletic trainer. 
47 (6.48) 101 (13.93) 65 (8.97) 101 (13.93) 411 (56.69) 
I’ve had thoughts of leaving the profession due to the 
conflict I’ve faced in my role as a high school athletic 
trainer. 
 
57 (7.86) 111 (15.31) 83 (11.45) 110 (15.17) 364 (50.21) 
I’ve considered changing job setting due to the 
pressures I’ve faced in my role as a high school 
athletic trainer. 
 
78 (10.76) 114 (15.72) 77 (10.62) 114 (15.72) 342 (47.17) 
I’ve considered changing job setting due to the conflict 
I’ve faced in my role as a high school athletic trainer. 








Table 3. Median Value and Range of Responses for ‘Agreeableness’ Anchored Items 
 




With few exceptions, I have strong working relationships with the coaches at my school. 1 1-5 
I have a strong working relationship with the supervising physician at my school. 1 1-5 
I have a strong working relationship with the athletic director at my school. 1 1-5 
I have a strong working relationship with the principal at my school. 2 1-5 
I feel like I need to choose between job security and the well being of my patients/athletes. 5 1-5 
I have been reprimanded because of the medical decisions I have made. 5 1-5 
After communicating my return to play decisions, generally my coaching staff members understand and 
accept them. 
1 1-5 
Head coaches at my current place of employment have too much power over the health care professionals 
who care for student-athletes. 
5 1-5 
Assistant/volunteer coaches at my current place of employment have too much power over the health care 
professionals who care for student-athletes. 
5 1-5 
I’ve had thoughts of leaving the profession due to the pressures I’ve faced in my role as a high school 
athletic trainer. 
5 1-5 
I’ve had thoughts of leaving the profession due to the conflict I’ve faced in my role as a high school athletic 
trainer. 
5 1-5 
I’ve considered changing job setting due to the pressures I’ve faced in my role as a high school athletic 
trainer. 
4 1-5 
I’ve considered changing job setting due to the conflict I’ve faced in my role as a high school athletic 
trainer. 
4 1-5 










Table 4. Frequency and Percent Response (N(%)) for ‘Frequency’ Anchored Items 
 
Likert Scale Item Always Often Sometimes Rarely Never 
The coaching staff at my high school is supportive 
of the clinical decisions I make. 
361 (49.79) 338 (46.62) 23 (3.17) 2 (0.28) 1 (0.14) 
I have experienced pressure from parents/guardians 
to let student-athletes return to play before I am 
comfortable. 
14 (1.93) 77 (10.62) 323 (44.55) 279 (38.48) 32 (4.41) 
I have experienced pressure from my student-
athletes to return them to play before I am 
comfortable. 
34 (4.69) 182 (25.10) 320 (44.14) 153 (21.10) 36 (4.97) 
Coaching staff members question my clinical 
decisions. 
0 (0.00) 16 (2.21) 146 (20.14) 402 (55.45) 161 (22.21) 
Coaching staff members criticize my medical 
decisions. 
0 (0.00) 13 (1.79) 92 (12.69) 332 (45.79) 288 (39.72) 
Coaching staff members try to overrule my decisions 
to remove players from participation during 
practices. 
1 (0.14) 8 (1.10) 98 (13.52) 269 (37.10) 349 (48.14) 
Coaching staff members try to overrule my decisions 
to remove players from participation during games. 
0 (0.00) 10 (1.38) 69 (9.52) 247 (34.07) 399 (55.03) 
I feel supported by the school’s athletic director in 
my role as a high school athletic trainer. 
507 (69.93) 141 (19.45) 51 (7.03) 16 (2.21) 10 (1.38) 
I feel supported by the coaches in my role as a high 
school athletic trainer. 
345 (47.59) 326 (44.97) 49 (6.76) 5 (0.69) 0 (0.00) 
I feel supported by my supervising physician in my 
role as a high school athletic trainer. 
545 (75.17) 107 (14.76) 42 (5.79) 14 (1.93) 17 (2.34) 
I feel supported by the parents/guardians of my 
student-athletes in my role as a high school athletic 
trainer. 




Table 5. Median Value and Range of Responses for ‘Frequency’ Anchored Items 
 




The coaching staff at my high school is supportive of the clinical decisions I make. 2 1-5 
I have experienced pressure from parents/guardians to let student-athletes return to play before I am 
comfortable. 
3 1-5 
I have experienced pressure from my student-athletes to return them to play before I am comfortable. 3 1-5 
Coaching staff members question my clinical decisions. 4 2-5 
Coaching staff members criticize my medical decisions. 4 2-5 
Coaching staff members try to overrule my decisions to remove players from participation during practices. 4 1-5 
Coaching staff members try to overrule my decisions to remove players from participation during games. 5 2-5 
I feel supported by the school’s athletic director in my role as a high school athletic trainer. 1 1-5 
I feel supported by the coaches in my role as a high school athletic trainer. 2 1-4 
I feel supported by my supervising physician in my role as a high school athletic trainer. 1 1-5 
I feel supported by the parents/guardians of my student-athletes in my role as a high school athletic trainer. 2 1-4 



















Table 6. Chi-Square Results: Perceived Sources of Job-Related Stress by Employment Type 
 
Source of Stress  Employment Type p-value Cramer’s V 
SDE SDT MUF IC 
Coach(es) No 100 58 154 9 .488 .058 
Yes 147 71 174 12 
Athletic Director No 173 90 261 19 .010* .126 
Yes 74 39 67 2 
Principal No 220 104 313 21 .000* .194 
Yes 27 25 15 0 
Supervising Physician No 238 128 317 21 .311 .069 
Yes 9 1 11 0 
Athlete(s) No 133 58 179 12 .277 .073 
Yes 114 71 149 9 
Parent(s) No 83 45 109 10 .597 .051 
Yes 164 84 219 11 
Other Athletic Trainer(s) No 214 117 304 20 .088 .095 
Yes 33 12 24 1 
None of the Above No 206 111 269 14 .173 .083 
Yes 41 18 59 7 
Other No 222 120 294 20 .594 .051 
Yes 25 9 34 1 
Abbreviations: SDE = School District Employee; SDT = School District Teacher; MUF = Medical or University Facility; 
IC = Independent Contractor 
*Significance at p < .05 
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Table 7. Chi-Square Results: Perceived Sources of Job-Related Stress by Employment Status 
 
Source of Stress  Employment Status p-value Cramer’s V 
Full Time Part Time 
Coach(es) No 270 51 .914 .004 
Yes 341 63 
Athletic Director No 458 85 .928 .003 
Yes 153 29 
Principal No 556 102 .606 .019 
Yes 55 12 
Supervising Physician No 593 111 .854 .007 
Yes 18 3 
Athlete(s) No 313 69 .068 .068 
Yes 298 45 
Parent(s) No 197 50 .016* .089 
Yes 414 64 
Other Athletic Trainer(s) No 544 111 .006* .103 
Yes 67 3 
None of the Above No 509 91 .366 .034 
Yes 102 23 
Other No 552 104 .768 .011 
Yes 59 10 
*Significance at p < .05 
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Table 8. Chi-Square Results: Sources of Pressure by Employment Type 
 
Source of Pressure  Employment Type p-value Cramer’s V 
SDE SDT MUF IC 
Coach(es) No 111 51 129 9 .560 .053 
Yes 136 78 199 12 
Athletic Director No 198 102 280 21 .100 .093 
Yes 49 27 48 1 
Principal No 230 117 317 21 .035* .109 
Yes 17 12 11 0 
Supervising Physician No 244 129 321 21 .318 .070 
Yes 3 0 7 0 
Athlete(s) No 163 80 190 16 .123 .089 
Yes 84 49 138 5 
Parent(s) No 96 41 94 10 .033* .110 
Yes 151 88 234 11 
Other Athletic Trainer(s) No 235 125 317 21 .580 .052 
Yes 12 4 11 0 
None of the Above No 185 107 268 16 .154 .085 
Yes 62 22 60 5 
Other No 235 125 318 21 .513 .056 
Yes 12 4 10 0 
Abbreviations: SDE = School District Employee; SDT = School District Teacher; MUF = Medical or University Facility; 
IC = Independent Contractor 
*Significance at p < .05 
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Table 9. Chi-Square Results: Sources of Pressure by Employment Status 
 
Source of Pressure  Employment Status p-value Cramer’s 
V Full Time Part Time 
Coach(es) No 250 50 .558 .022 
Yes 361 64 
Athletic Director No 504 96 .655 .017 
Yes 107 18 
Principal No 582 103 .035* .078 
Yes 29 11 
Supervising Physician No 604 111 .212 .046 
Yes 7 3 
Athlete(s) No 380 69 .737 .012 
Yes 231 45 
Parent(s) No 203 38 .982 .001 
Yes 408 76 
Other Athletic Trainer(s) No 585 113 .080 .065 
Yes 26 1 
None of the Above No 486 90 .885 .005 
Yes 125 24 
Other No 590 109 .617 .019 
Yes 21 5 
*Significance at p < .05 
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Table 10. Chi-Square Results: Sources of Conflict by Employment Type 
 
Source of Conflict  Employment Type p-value Cramer’s V 
SDE SDT MUF IC 
Coach(es) No 100 60 161 13 .092 .094 
Yes 147 69 167 8 
Athletic Director No 188 102 280 20 .011* .124 
Yes 59 27 48 1 
Principal No 230 118 318 21 .037* .108 
Yes 17 11 10 0 
Supervising Physician No 245 128 322 21 .617 .050 
Yes 2 1 6 0 
Athlete(s) No 169 85 218 17 .544 .054 
Yes 78 44 110 4 
Parent(s) No 109 49 128 11 .371 .066 
Yes 138 80 200 10 
Other Athletic Trainer(s) No 223 122 312 19 .117 .090 
Yes 24 7 16 2 
None of the Above No 205 104 263 12 .040* .107 
Yes 42 25 65 9 
Other No 231 122 315 20 .598 .051 
Yes 16 7 13 1 
Abbreviations: SDE = School District Employee; SDT = School District Teacher; MUF = Medical or University Facility; 
IC = Independent Contractor 
*Significance at p < .05 
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Table 11. Chi-Square Results: Sources of Conflict by Employment Status 
 
Source of Conflict  Employment Status p-value Cramer’s 
V Full Time Part Time 
Coach(es) No 271 63 .032* .080 
Yes 340 51 
Athletic Director No 496 94 .748 .012 
Yes 115 20 
Principal No 579 108 .991 .000 
Yes 32 6 
Supervising Physician No 606 110 .017* .088 
Yes 5 4 
Athlete(s) No 407 82 .266 .041 
Yes 204 32 
Parent(s) No 249 48 .788 .010 
Yes 362 66 
Other Athletic Trainer(s) No 564 112 .020* .086 
Yes 47 2 
None of the Above No 499 85 .078 .065 
Yes 112 29 
Other No 582 106 .312 .038 
Yes 29 8 










Table 12. Odds Ratios Between ‘Stress’ Variables and Employment Type (School District vs. 
Other) 
 
Source of Stress Chi Square Value P-value Odds Ratio 
95% Confidence 
Interval 
Coach(es) 1.609 .205 .827 (.617, 1.109) 
Athletic Director 10.178 .001* .574 (.407, .809) 
Principal 19.606 .000* .280 (.154, .507) 
Supervising Physician 0.156 .693 1.191 (.500, 2.840) 
Athlete(s) 1.121 .290 .854 (.638, 1.144) 
Parent(s) 0.000 .988 .998 (.734, 1.357) 
None of the Above 1.315 .251 1.253 (.852, 1.843) 
Other 0.204 .651 1.121 (.683, 1.842) 














Table 13. Odds Ratios Between ‘Pressure’ Variables and Employment Type (School District vs. 
Other) 
 
Source of Pressure Chi Square Value P-value Odds Ratio 
95% Confidence 
Interval 
Coach(es) 0.937 .333 1.157 (.861, 1.556) 
Athletic Director 4.833 .028* .645 (.435, .955) 
Principal 7.223 .007* .389 (.191, .792) 
Supervising Physician 1.941 .164 2.545 (.653, 9.920) 
Athlete(s) 2.409 .121 1.268 (.939, 1.713) 
Parent(s) 3.593 .058 1.350 (.989, 1.843) 
None of the Above 1.531 .216 .796 (.554, 1.143) 
Other 1.011 .315 .664 (.297, 1.483) 














Table 14. Odds Ratios Between ‘Conflict’ Variables and Employment Type (School District vs. 
Other) 
 
Source of Conflict Chi Square Value P-value Odds Ratio 
95% Confidence 
Interval 
Coach(es) 3.886 .049* .745 (.556, .999) 
Athletic Director 9.318 .002* .551 (.374, .810) 
Principal 7.649 .006* .367 (.175, .766) 
Supervising Physician 1.253 .263 2.175 (.540, 8.764) 
Athlete(s) 0.004 .950 1.010 (.740, 1.378) 
Parent(s) 0.360 .549 1.095 (.814, 1.473) 
None of the Above 1.323 .250 1.241 (.859, 1.794) 
Other 1.657 .198 .641 (.325, 1.267) 
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A Commentary on Conflict in Athletic Training and Nursing Environments: An Issue to be 
Addressed or just the Status Quo? 
 
 When we think about the health care professions, it is natural to focus on the role of 
patient care and improving and optimizing patient outcomes. It is important however, that we 
recognize the individuals who fulfill that role, and consider the factors that may influence their 
overall experience providing care. Interprofessional practice and education has been encouraged 
within the health care industry to not only learn about other health care professions, but to foster 
collaboration as a means of improving patient outcomes.1 Viewing the health care industry as a 
system of collaborating units versus separate silos brings to light various similarities across 
professions. This commentary will specifically address parallels between the athletic training and 
nursing professions pertaining to workplace environment and challenges with interdependence. 
 From a broad perspective, nursing and athletic training are recognized as health care 
fields and require professionals to work in high pressure, high demand environments where they 
are often overworked. Work in both professions involves irregular schedules, long work days, a 
web of interrelationships, and direct report to, and supervision by, a physician. The quality and 
culture of the environment in which nurses and athletic trainers work can have a direct impact on 
their experience, and a major contributor to workplace environment is the web of connectivity 
and relationship dynamic among individuals within the organization. Nurses and athletic trainers 
are required to maintain interpersonal relationships with a multitude of individuals, and 
dependent on setting, can include: patients/athletes, family members of patients/athletes, other 
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health care professionals, supervisors or administrators with and without medical backgrounds 
(nurse lead, hospital manager, athletic director, principal), and coworkers (peer nurses, coaches). 
Although an important component of health care professions, these relationships are often the 
root cause of interpersonal conflict, especially when different values or goals are prioritized.2 
Defining Conflict 
 Interpersonal conflict is a challenge for nurses and athletic trainers alike. Literature in 
both professions highlights similar antecedents to, and experiences and outcomes of conflict, but 
slight disparities exist in the terminology used to describe such conflict. In the nursing literature, 
terms such as horizontal or lateral violence, bullying, and incivility have been used to describe 
negative behaviors.3 Horizontal violence is defined as “hostile, aggressive and harmful behavior 
by a nurse or a group of nurses towards a coworker or group of nurses via attitudes, actions, 
words and/or other behaviors” (page 82),4 and is more psychological than physical.5 Incivility on 
the other hand, is distinguished from bullying or horizontal violence, due to lessened severity of 
the action.3 Compared to nursing, research on organizational and interpersonal conflict in athletic 
training is quite sparse. Destructive behavior in athletic training settings has been termed 
workplace bullying,6,7 and in other ways, is viewed as pressure placed on athletic trainers 
regarding their medical decisions.8,9 Workplace bullying is defined as “repeated, health-harming 
mistreatment of a person by 1 or more workers that takes the form of verbal abuse; conduct or 
behaviors that are threatening, intimidating, or humiliating; sabotage that prevents work from 
getting done; or some combination of the three” (page 3).10 Differences in terminology across 
nursing and athletic training professions should not be mistaken as absolute differences in 
experience. Professionals in both specialties face conflict in the workplace, which has been an 
unfortunate reality for many years.11 
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 The term “conflict” has a negative connotation and can certainly be destructive in a 
profession that is defined by interpersonal relationships, but hospital-based nurses have identified 
ways in which conflict is constructive.12 Episodes of conflict have taught those involved about 
the importance of problem-solving skills, using collaboration, coordination, and communication 
as a means of resolving conflict, and how conflict, when addressed appropriately, can lead to 
improved patient care. With that said, it is important to note that the purpose of this commentary 
is not to convince readers that all conflict is destructive, but to highlight and provide solutions 
for destructive conflict across the nursing and athletic training professions due to its negative 
influence on clinicians and their patients/athletes. Moving forward, the term “conflict” will 
encompass negative encounters across both professions including, horizontal violence, incivility, 
workplace bullying, and pressures placed on clinicians. 
Conflict in Athletic Training and Nursing  
 An obvious similarity upon comparing the professions was that independent of setting, 
conflict happens. Upon closer review, core components of a conflict episode, including the cause 
of conflict, ways in which clinicians coped or reacted, as well as the short and long term 
consequences of conflict, are important considerations. 
Antecedents of Conflict 
 Across both professions, the source of conflict often reported was a specific individual, 
instigator or perpetrator. As expected, individuals that athletic trainers and nurses experience 
conflict with are the ones they interact with frequently. Sources of conflict included patients and 
their families,6,13,14 coworkers, such as physicians and hospital staff for nurses,11,14,15 and coaches 
and administrators for athletic trainers,6-9 and peers.6,11,13,14,16 In the nursing literature 
specifically, poor peer relations,17 and interdependence18,19 were identified as antecedents of 
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conflict. Although the individuals that clinicians experienced conflict with were relatively similar 
across professions, the frequency at which conflict was experienced with each of the entities was 
different. 
 Nurses often report conflict with other nurses,11,13,14,16 hence the name lateral violence, 
whereas athletic trainers often report conflict with coaches.6,9 When considering who clinicians 
spend most of their time interacting with, these common sources of conflict are logical. Another 
important distinction is that conflict in the nursing world is often between two medical 
professionals (nurse to nurse or physician to nurse), whereas conflict in athletic training, 
although at times can be between medical personnel, often occurs between a medical and non-
medical professional (i.e. coach to athletic trainer, parent to athletic trainer, athletic director to 
athletic trainer). In trying to rationalize this distinction, it is important to think beyond who the 
clinician interacts with on a daily basis and consider ‘the why’ behind the behavior. Conflict, in 
the form of bullying or horizontal violence, has been a topic of discussion in nursing for more 
than two decades.11 These behaviors have been explained through oppression theory, whereby 
bullying type behaviors are exhibited by nurses due to “being members of a powerless group.”20 
The why in nursing is a quest for power, even though their roles fulfill a common goal – to 
optimize patient care and patient outcomes. The athletic environment, in contrast, is full of 
competing values and goals that give rise to conflict. Instead of working towards a common goal, 
coaches and administration strive for success through winning games, whereas athletic trainers 
find success in protecting the health and safety of the student-athletes. The why in athletic 
training is less often a quest for power, but rather the result of opposing values. 
Coping Mechanisms 
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 Perhaps more important than the actual conflict episode, is the way in which nurses and 
athletic trainers respond or react in these situations. Avoidance tactics, such as walking away or 
remaining silent, were commonly reported in the literature.6,11 Secondary school athletic trainers 
in one study expressed intention to avoid as much direct contact and direct communication with 
the “bully” as possible.6 Avoidance behaviors, as opposed to active conflict resolution strategies, 
appear to be the coping strategy of choice for nurses and athletic trainers facing conflict.6,11 The 
problem with passive behavior is that it perpetuates the issue at hand and does not put a stop to 
the negative behavior, whether that is horizontal violence, workplace bullying, or incivility. This 
begs the question, why are clinicians not standing up for themselves? 
 There are three possible explanations for inaction: (1) the negative behavior is not 
recognized by the ‘victim’ as inappropriate or reportable21 and therefore goes unreported,5 (2) the 
negative behavior is accepted as part of the cultural norm,11 and/or (3) clinicians do not feel 
comfortable or empowered to speak up for themselves.22 More than anything, this highlights the 
need for appropriate and careful hiring of managers, nurse leads, and athletic directors, as they 
can help limit the fostering of negative workplace environments. Individuals in positions of 
power need to abandon the status quo, get comfortable with being uncomfortable, and create an 
environment where clinicians feel empowered to advocate for themselves, and their 
patients/athletes, while putting a stop to negative workplace behavior. 
Consequences of Conflict 
 The short and long term consequences of conflict on clinicians in nursing and athletic 
training are alarmingly similar. Interpersonal conflict has been shown to increase job-related 
stress,3,6,23 depression3,6,24 and burnout,25,26 and decrease confidence and feelings of self-
worth.5,6,20 When culminated, these outcomes lead to decreased job satisfaction20,23,24 and a 
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greater intention to leave the profession.5,20,23,27 The negative impact that conflict and destructive 
work environments have on nurses, athletic trainers, and very likely other health care 
professionals, is undeniable. Freeing workplace environments of all conflict is an unrealistic 
expectation, especially when considering the network of interpersonal relationships and natural 
human behavior. It is important, however, that organizations put forth effort to minimize conflict 
in the workplace, which in theory would limit the psychological impact on clinicians and allow 
for a more focused, patient-centered approach to care. 
Useful Strategies for Mitigating Conflict in the Workplace 
 To be frank, compared to athletic training, nursing has done a more thorough job of using 
research as a means for identifying prevention tactics and conflict resolution strategies. This is 
where interprofessional education holds value and allows for one profession to learn about and 
learn from another. Athletic training professionals, education and clinical-based, should turn to 
nursing to better understand useful prevention strategies to mitigate conflict, and examine the 
effectiveness of these strategies in an athletic environment. One of the many strategies reported 
in the nursing literature is manager awareness and staff support.11 This goes back to purposeful 
hiring and identifying individuals who will thrive in, and successfully fulfill, a supervisory role. 
Nursing leads, managers, and athletic administration should value and enforce a positive 
workplace environment that is supportive, collaborative, and patient-focused. Although conflict 
may be inevitable, the workplace environment is adaptable and should be modified as necessary 
to promote healthy interpersonal relationships. 
 Establishment of a positive work environment can be approached in a few ways, but still 
requires spearheading from the leadership within the organization, including nurse managers or 
leads and athletic administration. Workplace policy has been discussed as a strategy for 
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enhancing collegiality and mitigating conflict within the workplace,11,28 but policy can really 
only be effective if leadership are willing to enforce it. Policy as a means of reducing negative 
behavior has been questioned, simply because conflict, bullying, and horizontal violence are still 
occurring within health care professions. However, having such a policy in place sets a precedent 
that destructive behavior will not be tolerated and provides a backbone for clinicians when facing 
conflict in the workplace. Educating individuals on this zero tolerance policy also holds them 
accountable for their actions and allows leaders or administrators to terminate employment if 
there is violation of the policy. 
 Learning about strategies to mitigate conflict in the nursing environment revealed a gap 
in athletic training that needs to be addressed. Athletic trainers, just like nurses, are going to face 
conflict at some point during their careers, so what are we doing to prepare students to recognize 
conflict and resolve it appropriately? Students should be exposed to these conflict episodes early 
on so when they do occur in real time, they have the education and confidence to address it 
immediately and directly. Currently, there are no educational standards set by the Commission 
on Accreditation of Athletic Training Education29 that require programs to prepare athletic 
training students to recognize and appropriately respond to conflict in the workplace. In the 
health care professions, “soft skills” such as effective interpersonal communication, the ability to 
problem-solve, working well under pressure, and adaptability, are as important as clinical skills30 
and should be emphasized and practiced in educational programs. 
Emphasizing Conflict Resolution in Educational Programs 
 This is a call to action for all athletic training and nursing educators. Students cannot be 
fully prepared to fulfill their role if they are blind to the potential conflict they may face. It is 
crucial that program administrators find space in the curriculum to discuss workplace conflict, 
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how to recognize it, and how to approach it through the use of conflict resolution strategies. A 
well-studied intervention that has been used during nursing orientation sessions, but can easily be 
incorporated in the classroom, is cognitive appraisal.20,31 This technique, shown to effectively 
address workplace bullying,31 involves “learning and rehearsing specific phrases to use during 
uncivil encounters” and “participating in practice sessions to reinforce instruction and 
rehearsal.”20 Similar to using problem-based learning as a pedagogical strategy for mastery of 
injury evaluations, problem-based learning could also be utilized to bring students through mock 
interpersonal conflict scenarios where cognitive appraisal is practiced. Using structured verbal 
responses to uncivil behavior allows clinicians to take a step back, stop the impulse to retaliate, 
and react in a constructive manner. For example, consider a scenario where a coach is making 
demeaning comments regarding the athletic trainer and his/her plan of care. The athletic trainer 
can walk away, argue back, or make a constructive comment to attempt to resolve the situation. 
A well-educated athletic trainer who practiced cognitive appraisal may choose to say something 
like, “I learn [or work] best with individuals who address me with respect and who value me as a 
member of the team. Is there a way we can structure this type of interaction?”20 This may seem 
like a foreign concept, especially for clinicians or educators who have not been exposed to this 
type of approach. However, students may feel more prepared and confident in their conflict-
resolution skills if these activities were incorporated into the educational curriculum. 
Approaching conflict directly is never comfortable, but the more students practice reacting to 
these scenarios, the more natural the constructive confrontation will be. 
 With various approaches to conflict resolution, it is important for students to be educated 
on the tactics that are most effective in maintaining a positive working environment. Five 
common approaches to resolving conflict are competition, avoidance, accommodation, 
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compromise, and collaboration.32 Since competition and accommodation are one-sided, meaning 
the outcome only benefits one of the involved parties, and avoidance involves dismissing that a 
problem even exists, educational programs should be encouraging the use of compromise or 
collaboration to dissolve conflict in nursing and athletic training environments. Compromise and 
collaboration involve both parties working together to identify a solution, which is beneficial to 
strengthening the interpersonal relationship that may have been adversely affected. Cognitive 
appraisal and effective approaches to conflict resolution are important topics that should be 
included in educational programs for the health professions. 
 Considering the current state of athletic training education specifically, students are 
adequately prepared with the clinical skills needed to succeed in their roles, but their level of 
preparedness regarding conflict resolution and interpersonal communication is questionable, and 
likely varies depending on the individual program. Despite the lack of an educational standard 
regarding this topic, athletic training educators and clinical preceptors should support student 
development by practicing conflict resolution and openly discussing how to approach these 
difficult conversations. Since all conflict is not preventable, we have to prepare young 
professionals to respond appropriately and purposefully when these situations arise. 
The Big Picture 
 When comparing the clinical experiences of athletic trainers to that of nurses, the 
similarities far surpass the differences. Characteristics of both professions involve a network of 
interpersonal relationships that open the door for conflict and uncivil behaviors as a result of 
competing values and power struggles. Conflict behaviors that plague health care professions 
include injustice or disrespect from management/administration, disagreements over opinions, 
perceptions, or values, and poor communication.33 The sources of conflict, and short and long 
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term psychological effects of such negative interactions and behavior are cause for concern, 
especially when considering clinicians’ low level of satisfaction in their jobs and the adverse 
impact that has on patient care and outcomes. It is natural for people to want to stay within their 
silos, but that prohibits discovering the truth and reality that the problems faced within one silo 
are often faced by others in neighboring silos. The big picture regarding conflict is that this is not 
a nursing problem, this is not an athletic training problem, this is a health care industry problem 
that many other medical professionals outside of nursing and athletic training are likely 
experiencing.  
To improve the health care industry by mitigating conflict and allowing clinicians to 
practice patient-centered healthcare, each silo needs to do their part. Each silo needs to ask 
themselves, “Is the conflict and negative behavior that plague our profession an issue to be 
addressed or just the status quo?” To invoke any level of positive change, the answer cannot be 
“it’s just the status quo.” It might have been viewed this way years ago, but with the plethora of 
research and information on the negative impacts of conflict at the individual and organizational 
level, we would be doing ourselves a disservice as professionals in the health care industry to 
simply accept this as the status quo. As an athletic training silo, it is necessary to seek continual 
improvement to move the profession forward. Our part in this as educators is to better prepare 
students for autonomous practice by fostering professional growth, focusing on the development 
of “soft skills,” and providing the necessary tools to dissolve conflict effectively. Our part in this 
as clinicians is to recognize negative workplace behavior, choose an active conflict resolution 
strategy that diffuses the situation, and work with administration to identify a path forward that 
creates a positive, collaborative environment. Not only will these actions promote a positive 
work environment, improve interpersonal relationships, and enhance patient care, but they may 
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also slowly change workplace culture for the better. After all, if we do not challenge the status 
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Appendix B. Recruitment Email for Survey 
Dear Clinician ${m://LastName}, 
 
My name is Alicia Pike, and I am a doctoral student in the Department of Kinesiology at the 
University of Connecticut. I am currently working on my dissertation project, which aims to 
investigate the presence of pressures or conflict from coaches, administration, and other 
stakeholders placed on high school athletic trainers regarding their medical decisions. 
  
I am emailing you to request your voluntary participation in an online survey assessing your 
current experiences and perspective. I would greatly appreciate if you would take 10-15 minutes 
to complete this brief survey. We will also be conducting follow-up telephone interviews to 
better understand your perceptions. You may receive an email at a later date if you agree to 
participate in this online survey. Participation in the interview is also completely voluntary, and 
completion of this survey does not mean you are required to participate in the interview. You 
will have the opportunity to decide upon receipt of the email. There are no costs to the 
participant, and you will not be paid to be in this study. 
  
To access the online survey, please click the link below. We value your responses, and if you 
have any questions regarding the survey, please contact me at alicia.pike@uconn.edu or Dr. 
Stephanie Mazerolle at stephanie.mazerolle@uconn.edu. 
  





Department of Kinesiology 
University of Connecticut 
2095 Hillside Road, U-1110 
Storrs, CT 06269 
Follow this link to the Survey:  
${l://SurveyLink?d=Take the Survey} 
Or copy and paste the URL below into your internet browser: 
${l://SurveyURL} 
Follow the link to opt out of future emails: 




Appendix C. Information Sheet 
 
Information Sheet for Participation in a Research Study 
 
Principal Investigator: Alicia M. Pike, MS, ATC 
Co-Principal Investigator: Stephanie M. Mazerolle, PhD, ATC, FNATA 
Study Title: Conflict and Pressures Faced by High School Athletic Trainers: A Comparison 
Across Employment Models 
 
Introduction 
You are invited to participate in a research study to provide your experiences with pressures or 
conflict from coaches, administration, and other stakeholders in the high school setting regarding 
your medical decisions. You are being asked to participate because you are currently employed as a 
high school athletic trainer in the public or private setting. 
 
Why is this study being done? 
We are conducting this research study to investigate the presence of pressures or conflict from 
coaches, administration, parents/guardians, and/or athletes placed on high school athletic trainers 
regarding return-to-play and other medical decisions. We also hope to better understand how the 
experiences differ for athletic trainers working under various employment types that exist in the 
high school setting. 
 
What are the study procedures? What will I be asked to do? 
If you agree to take part in this study, you will be asked to complete the online survey. The survey 
includes demographic questions related to your current role, the interactions you’ve had with 
various individuals (i.e. athletic director, principal, coaches, parents, athletes), and your 
experiences regarding conflicts with or pressures from these stakeholders. This will take 
approximately 10-15 minutes of your time. You may be contacted in the future to participate in a 
follow up telephone interview to further expand on your experiences and perceptions. 
Participation in the audio-recorded interview is also completely voluntary, and completion of this 
survey does not mean you are required to participate in the interview. You will have the 
opportunity to decide upon receipt of the email. 
 
What are the risks or inconveniences of the study?   
We believe there are no known risks associated with this research study; however, a possible 
inconvenience may be the time it takes to complete the study, and participants may experience 
feelings of embarrassment, anxiety, and/or discomfort while reflecting back on previous 
experiences in order to answer the survey questions. 
 
What are the benefits of the study? 
You may not directly benefit from this research; however, we hope that your participation in the 
study may provide important information on the level or source of conflict or pressures faced by 
high school athletic trainers, and whether or not these experiences affect overall quality of life.  
 
Will I receive payment for participation?  Are there costs to participate? 
There are no costs and you will not be paid to be in this study. 
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How will my personal information be protected? 
The following procedures will be used to protect the confidentiality of your data. The researchers 
will keep all study records (including any codes to your data) locked in a secure location. Research 
records (interview transcripts and audio files) will be labeled with a pseudonym. A master key that 
links names and pseudonyms will be maintained in a separate and secure location.  The master key 
and audiotapes will be destroyed after 3 years. All electronic files (e.g., database, spreadsheet, etc.) 
containing identifiable information will be password protected. Any computer hosting such files 
will also have password protection to prevent access by unauthorized users. Only the members of 
the research staff will have access to the passwords. Data that will be shared with others will be 
coded as described above to help protect your identity.  At the conclusion of this study, the 
researchers may publish their findings. Information will be presented in summary format and you 
will not be identified in any publications or presentations. 
 
We will do our best to protect the confidentiality of the information we gather from you but we 
cannot guarantee 100% confidentiality.  Your confidentiality will be maintained to the degree 
permitted by the technology used.  Specifically, no guarantees can be made regarding the 
interception of data sent via the Internet by any third parties. 
 
You should also know that the UConn Institutional Review Board (IRB) and the Office of 
Research Compliance may inspect study records as part of its auditing program, but these reviews 
will only focus on the researchers and not on your responses or involvement. The IRB is a group of 
people who review research studies to protect the rights and welfare of research participants. 
 
Can I stop being in the study and what are my rights? 
You do not have to be in this study if you do not want to.  If you agree to be in the study, but later 
change your mind, you may drop out at any time.  There are no penalties or consequences of any 
kind if you decide that you do not want to participate. You do not have to answer any question that 
you do not want to answer. 
 
Whom do I contact if I have questions about the study? 
Take as long as you like before you make a decision. We will be happy to answer any question you 
have about this study. If you have further questions about this study or if you have a research-
related problem, you may contact the Principal Investigator, Alicia Pike (860-486-3301) or the 
Co-Principal Investigator, Stephanie Mazerolle (860-486-4536).  If you have any questions 
concerning your rights as a research participant, you may contact the University of Connecticut 











3. Highest Degree Earned 
4. State Employed 
5. Zip Code 
6. Years Certified 
7. Employment Setting (Public or Private) 
8. Years in Current Position 
9. Years in Secondary School Setting 
10. Previous Employment Settings (Check all that apply) 
a) NCAA Division I 
b) NCAA Division II 
c) NCAA Division III 
d) NAIA 
e) NJCAA 
f) Professional Sports 
g) Middle School 
h) Performing Arts 
i) Industrial Setting 
j) Occupational Setting 
k) Physician’s Office 
l) Sports Medicine Clinic 
m) Military 
n) Other: Please list. 
11. Years in Previous Employment Settings 
12. Employment Status (Full Time or Part Time) 
13. Employment Type (School District Employee, School District Teacher, Medical or 
University Facility, Independent Contractor) 
a) IF ‘Medical or University Facility’ selected: Who is the specific employer? (hospital, 
outreach clinic, physician’s office, or university) 
14. Average hours worked per week (total) 
15. Average hours covering practice per week 
16. Average hours covering games per week  
17. Travel requirement (Yes or No) 
18. Number of athletic trainers employed at school 
19. Number of sports at school 
20. Number of student-athletes at school 




d) Cross Country 







k) Swimming and Diving 
l) Tennis 
m) Track and Field 
n) Volleyball 
o) Wresting 
p) I work with all sports 
q) Other: Please explain. 
22. Who is the direct supervisor of your athletic training responsibilities? Select all that apply. 
a) Athletic Director 
b) Principal 
c) Head coach(es) 
d) Team Physician/Medical Director 
e) Other: Please specify.  




c) Every other week 
d) Monthly 
e) Other: Please specify. 
24. How do you primarily communicate with your supervisor? 
a) Email 
b) Phone call 
c) Text message 
d) Face to Face 
e) Other: Please specify.  
25. Who completes your performance evaluation? Select all that apply. 
a) Athletic director 
b) Principal 
c) Head coach(es) 
d) Supervising Physician 
e) Other: Please specify. 
26. Does the high school you are currently employed at have a supervising Physician? 
a) Yes 
b) No 
27. IF YES, Is your supervising Physician paid by the school district? 
a) Yes 
b) No 
28. IF YES, What onsite medical services does your supervising Physician provide? Select all 
that apply. 
a) All home games 
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b) Varsity football games only 
c) All football games (Freshman, JV, Varsity as applicable) 
d) Tournament games hosted at the school 
e) They do not provide onsite medical services 
f) Other: Please specify. 
29. If YES, How often do you communicate with your supervising Physician? 
a) Daily 
b) Weekly 
c) Every other week 
d) Monthly 
e) Other: Please explain. 
30. Do you practice under Standing Orders? 
a) Yes 
b) No 
31. How often do you communicate with your coaches in regards to your athletic training role? 
a) Daily 
b) Weekly 
c) Every other week 
d) Monthly 
e) Other: Please specify. 
32. How do you primarily communicate with your coaches? Select all that apply. 
a) Email 
b) Phone call 
c) Text message 
d) Face to Face 
e) Other: Please specify. 
 
Experiences with conflict/pressure: 
33. Are any of the following a source of stress at work for you? Select all that apply. 
a) Coaches 




f) Other athletic trainer(s)  
g) Supervising Physician 
h) None of the above are a source of stress at work for me 
i) Other: Please explain. 
34. Of the following, who have you experienced pressure from in your current role as a high 
school athletic trainer? Select all that apply.  
Pressure is defined as “the use of persuasion, influence, or intimidation to make someone do 
something”. 
a) Coach(es) 





f) Other athletic trainer(s) 
g) Supervising Physician 
h) I have not experienced pressure from these individuals in my current role 
i) Other: Please explain. 
35. Of the following, who have you experienced conflict with related to your current role as a 
high school athletic trainer? Select all that apply.  
Conflict is defined as “a serious disagreement or argument”. 
a) Coach(es) 




f) Other athletic trainer(s) 
g) Supervising Physician 
h) I have not experienced conflict with these individuals in my current role 
i) Other: Please explain. 
36. IF COACHES IS SELECTED: How many coaches have you experienced conflict with in 
your current position?  
37. Please indicate whether or not you feel the need to ensure the following individuals are 
satisfied with your job-related performance and healthcare services. 
Each individual was scored on a 5-point Likert scale (0=do not need to ensure, 4=need to 
ensure) 
a) Coaches 




f) Supervising Physician 
 
Organizational Conflict Scale: 
38. Please indicate the level to which you agree or disagree with the following statements. 
(5-point Likert scale: (1)strongly agree, (5)strongly disagree)  
 With few exceptions, I have strong working relationships with the coaches at my school. 
 I have a strong working relationship with the supervising Physician at my school. 
 I have a strong working relationship with the Athletic Director at my school. 
 I have a strong working relationship with the Principal at my school. 
 I feel like I need to choose between job security and the well-being of my 
patients/athletes. 
 I have been reprimanded because of the medical decisions I have made. 
 After communicating my return to play decisions, generally my coaching staff members 
understand and accept them. 
 Head coaches at my current place of employment have too much power over the health 
care professionals who care for student-athletes. 
 Assistant/volunteer coaches at my current place of employment have too much power 
over the health care professionals who care for student-athletes. 
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 I’ve had thoughts of leaving the profession due to the pressures I’ve faced in my role as a 
high school athletic trainer. 
 I’ve had thoughts of leaving the profession due to the conflict I’ve faced in my role as a 
high school athletic trainer. 
 I’ve considered changing job settings due to the pressures I’ve faced in my role as a high 
school athletic trainer. 
 I’ve considered changing job settings due to the conflict I’ve faced in my role as a high 
school athletic trainer. 
 
39. Please indicate the frequency (always to never) in which the following statements occur. 
(5-point Likert Scale: (1)always, (5)never) 
 The coaching staff at my high school is supportive of the clinical decisions I make. 
 I have experienced pressure from parents/guardians to let student-athletes return to play 
before I am comfortable. 
 I have experienced pressure from my student-athletes to return them to play before I am 
comfortable. 
 Coaching staff members question my clinical decisions. 
 Coaching staff members criticize my medical decisions. 
 Coaching staff members try to overrule my decisions to remove players from 
participation during practices. 
 Coaching staff members try to overrule my decisions to remove players from 
participation during games. 
 I feel supported by the school’s Athletic Director in my role as a high school athletic 
trainer. 
 I feel supported by the coaches in my role as a high school athletic trainer. 
 I feel supported by my supervising Physician in my role as a high school athletic trainer. 
 I feel supported by the parents/guardians of my student-athletes in my role as a high 
school athletic trainer. 
 





41. What challenges, if any, have you encountered with your coaches when making return to 
play and other medical decisions? 
42. What challenges, if any, have you encountered with administration (Athletic 
Director/Principal) when making return to play and other medical decisions? 
43. What challenges, if any, have you encountered with athletes and/or parents/guardians when 
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